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Introduction 


"THERE are basic interconnections between 
family solidarity, on the one hand, and the 
health and well-being of family members on 
the other. Each factor may be viewed as both 
cause and effect; it is possible, for example, 
for maladjusted relationships within a family 
to result in emotional and physical ailments to 
its members, just as it is for illness or serious 
disability of one or more family members to 
result in disturbed relationships within the 
family group. 

This issue of the Journal has been prepared 
for the purpose of exploring various aspects 
of this interdependence, It should be of interest, 
therefore, to students of health as well as to 
students of the family. Sometimes the inter- 
relationships between health and family wel- 
fare are well established and so are made very 
explicit; at other times they are but cautiously 
suggested, with an invitation for continuing 
research. Emphasis is upon the prevention of 


illness and the promotion of health—both in 
the individual and in the family. 

It was the former editor, Meyer F. Nimkoff, 
who first formulated plans for an entire issue 
to be devoted to this important subject. He 
selected Clara Brown Arny as special editor 
and her comments follow below. Mrs. Arny, 
until her recent retirement, was Professor of 
Home Economics Education at the University 
of Minnesota, where she directed graduate 
work and research and developed a keen inter- 
est in the family life aspects of her chosen field. 
She has had wide experience in teaching, con- 
sulting, and publishing. Her most recent book, 
one of five, is called Evaluation in Home Eco- 
nomics, All of this background, plus a devoted 
and assiduous effort over many months, have 
gone into Mrs. Arny’s job as special editor of 


this issue of Marriage and Family Living. 


HAROLD T. CHRISTENSEN, Editor 


Foreword 


FAMILY health and welfare are of vital con- 
cern today to a great many groups and agencies, 
to the government, and to American families. 
It is hoped that the content of this special 
issue will serve to define a number of very 
significant problems and help readers to under- 
stand what can be and is being done to con- 
tribute to their solutions. 

Since it was obviously impossible to discuss 
Health and Family Welfare in any comprehen- 
sive way within a hundred pages, it became a 
matter of choosing which aspects should be 
dealt with in this issue of Marriage and Family 
Living. Many people offered suggestions and 
advice regarding what should be included in 
the issue; but as would be anticipated, there 
were differences of opinion. In the end, the 
editor made her own decisions and accepts the 
responsibility for the selection of topics and 
authors. It was decided to include articles which 
would discuss certain crucial problems, such as 
health problems of the aged; and the findings 
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of recent research on significant trends which 
seemed likely to have considerable influence 
upon the health of American families, such as 
prepayment plans for health care; and articles 
which would bring together into a coordinated 
whole related materials hitherto scattered 
among several specialized fields, as the role of 
science in today’s food. 

Many aspects of family health and welfare 
are discussed in this issue by well qualified 
persons representing various fields: human 
genetics, home economics, public health, medi- 
cal care, psychiatry, rehabilitation, and social 
work, 

Robert D. Mooney introduces the issue with 
a discussion of present-day concepts regarding 
health in terms of its importance in personal 
and family living, industry, and the national 
welfare. 

Ray C. Anderson explains what is known 
today regarding the transmission of the physi- 
cal and mental inheritance from one generation 
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to the next, and lists the institutions where 
people can obtain information and counsel on 
problems of heredity. 

Margaret S. Chaney discusses the part that is 
played in assuring good nutrition for our people 
by those who produce food, those who process 
and package it, those who distribute it, and 
homemakers themselves. 

Willa Vaughn Tinsley points out the dif- 
ferent objectives of groups who promote the 
program of school feeding, and explains why 
this creates difficult problems. She describes the 
characteristics of an effective program and how 
potential values can be attained. 

M. Allen Pond cites the principles formulated 
by the American Public Health Association 
regarding housing which will meet both physio- 
logical and psychological needs of families and 
will protect against contagion and accidents. 
He discriminates between what research has 
shown and what authorities believe to be true, 
although it has not yet been proved to be. 

Conrad M. Barnes tells what is being done to 
provide more well-trained general practitioners, 
especially in areas where there were serious 
shortages. He explains the program of post- 
graduate training required of all members by 
the American Academy of General Practice, 
and the preceptorship program in which medi- 
cal students are given field experience in small 
towns. He also tells what communities are doing 
to attract and hold well qualified doctors. 

Harry A. Becker relates what surveys have 
shown regarding the costs of hospitalization 
and medical care, and how families are meeting 
them through the mechanism of prepayment. 

Roy C. Knowles uses a series of case studies 
of children to illustrate the several types of 
mental illness, and explains how psychiatry 
assists in diagnosis and treatment; and B. Y. 
Glassberg shows how frustration and conflict 
among members of one family (whom he cared 
for during a quarter of a century) produced 
severe illness in members of two generations. 

Paul Barrabee explains and illustrates why 
it is desirable for the therapist to deal with 
individual patients as seen in the setting of their 
families. 
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Ollie A. Randall discusses typical problems 
of older people and explains how they, them- 
selves, their families and society can help make 
the increased life span a period to be enjoyed, 
rather than one of ill health and unhappiness. 

Howard A. Rusk and Joseph Novey draw 
upon their experiences in the Bellevue Medical 
Center and the Goldwater Hospital and in 
world-wide programs of rehabilitation of the 
handicapped. They make the problems of 
families, in which members suffer long-time 
or incurable physical and mental illness, stand 
out in all their tragedy; but at the same time 
they suggest many things that can be done to 
make the situation less devastating. 

The final article is written by Marion O. 
Robinson, who has been closely associated with 
Community Research Associates of New York. 
She describes their research programs now in 
operation in several communities and their 
findings at the halfway point in the current 
projects. These findings will doubtless shock 
many people who are not familiar with the 
earlier research of this organization, and they 
should make social agencies re-evaluate their 
activities and recognize the need for community- 
wide action in future plans for family welfare. 

Most of the articles have been written by 
individuals and express each author's personal 
opinions on the topic. Few of them have much 
documentation and some have none; but they 
have been written by authorities in the particu- 
lar areas discussed and whose beliefs should 
carry weight. Some articles deal with material 
which kas so recently appeared upon the scene 
that little literature is yet available on the sub- 
ject. 

Since this issue should prove of interest to a 
great many persons outside the subscribers to 
Marriage and Family Living, it seemed impor- 
tant that specialized technical vocabulary should 
be kept at a minimum and that ideas be 
couched in words which the intelligent lay 
reader could comprehend. The editor would like 
to express appreciation to the authors who pro- 
duced manuscripts which exemplified this con- 
cept. 

CLARA BROWN ARNY 
Special Editor 
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The Meaning and Significance of Family Health 


ROBERT D. MOONEY, M.D. 
St. Paul, Minnesota 


IMPLICIT in the concept of health is the 
psycho-socio-biological view of man as a social 
creature, living in a family and in a society with 
other human beings. The family as a social in- 
stitution has as its core relationship two parents 
tied together in an emotional axis from which 
stem many feelings, needs, and actions which 
are often poorly understood by the parents 
themselves. The family is a nodal point in a 
web of human relationships involving parents 
and children, in-laws, friends, and neighbors. 
Each family evolves its own emotional atmos- 
phere, and the emotional climate may have 
either a constructive or a destructive effect upon 
the child’s health during the early years of his 
development. 

From the standpoint of heredity, the bio- 
logical basis of health is in the germ plasm of 
the blood-tie parents, wherein lies the basic 
inheritance, physical and mental. Chromosomal 
patterns in the germ plasm may be favorable 
or unfavorable to survival and functioning; in 
the prenatal period, for example, abnormalities 
in development may occur. During intra-uterine 
life the new organism begins its growth and 
development in interaction with its environ- 
ment. Following birth the child continues to 
develop in the setting of the family, which 
functions to provide protection from the hazards 
of living and to promote health and prevent 
disease. Healthy relationships in the family pro- 
vide the opportunity for the child to develop 
stability and grow to emotional maturity. Two 
functions of the family—the socialization of 
its members and the interpretation of the culture 
to the child—lay the foundations for relation- 
ships in the neighborhood, the school, the job, 
and the larger community. 

Out of the complicated fabric that is the 
family comes over-all family health. The family 
health picture to be understood needs to be 
seen in the setting of the community. The cul- 
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tural patterns, the character of the geographic 
region, and the general standards of living are 
reflected in family health and practices. The 
study of the multiple factors that are important 
in the development of individual and group 
health and their interrelationships is referred to 
as the “epidemiology of health,” by Iago Glad- 
ston and his associates, This science is built 
upon the concepts of normal physiology and the 
study of growth, development, performance, 
and behavior. In contrast, the epidemiology of 
disease rests upon pathology and the associated 
sciences of bacteriology and toxicology. While 
the term “epidemiology” is ordinarily used to 
refer to mass disease, the word itself means the 
study of what affects a large number of people. 

I, Gladston writes that “health is a state of 
being with quantitative dimensions as measur- 
able as are those by which disease may be estab- 
lished and measured.”* This concept implies 
that it is possible to apply knowledge to ad- 
vance health in human beings in the absence 
of disease. Health in this sense must be con- 
sciously sought. 

The epidemiology of disease has helped 
people to understand mass disease from three 
interrelated points of view, which are applicable 
to all forms of life: the host, the agent, and 
the environment. The study of disease has made 
great contributions to the understanding of 
health through defining disease and sorting out 
unhealthy reactions from those human reactions 
which are designated as healthy. A person may 
be apparently free of illness but yet have 
anatomical or physiological changes taking place 
which are inimical to comfort or future health. 
The physician describes these as pre-clinical; ex- 
amples are obesity and a significant elevation 
in blood pressure, A similar distinction may be 
made between overt evidence of mental illness 


4 Iago Gladston, The Epidemiology of Health, New York: 
Health Education Council, 1953, 
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and distortions in values and attitudes which 
make it difficult to maintain a reasonably con- 
tinuous sense of well-being and which impair 
social contacts and work efficiency. 

The family promotes health to the extent 
that it recognizes the signals of illness. Each 
family has its share of the innumerable prob- 
lems involving health; some have relatively few 
and seem blessed with bountiful health and 
happiness, but with most of them there are 
degrees of health just as there are degrees of 
illness. Illness of one member affects all mem- 
bers of the family, and it may carry a different 
meaning for each of them. To the patient, ill- 
ness is an intensely personal affair with fear 
and pain as prominent components. These are 
the primary experiences that lead people to 
call the doctor. The practicing physician is im- 
pressed with the variation among patients as 
to when, how, and why they seek medical atten- 
tion. The patient’s motivation in coming to the 
doctor often helps to clarify his problem. It is 
helpful to know whether he came out of his 
own concern or that of another person. Much 
suffering could be avoided and the ill member 
returned sooner to family life if treatment is 
started early and the total problem understood 
by the doctor, 

Articles on health in newspapers and periodi- 
cals and the medically oriented programs on 
radio and television have aroused much public 
interest. The result is that people have a better 
opportunity to be informed about their health 
than did their predecessors, But the effect upon 
the patient may create problems, People are 
rightfully concerned about their health and with 
symptoms of illness and wish to use this in- 
formation effectively in obtaining good medi- 
cal care. However, some patients are made 
anxious by what they read and hear, and their 
anxiety may produce negative results and keep 
them from taking steps to obtain help. For 
example, some people who think they may 
have cancer stay away from the doctor for fear 
of having their suspicion confirmed. Of course, 
a large segment of the population pays little 
attention to medical information. One important 
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result of the wider spread of health informa- 
tion is that many persons feel less inhibited 
about asking questions of their physicians and 
they expect honest answers that acknowledge 
their intelligence and their proper concern with 
their own problems. This interest and expecta- 
tion on. the part of the patient and the doctor's 
frankness in discussing his condition usually 
results in good patient-doctor relationships. 

A better informed public expects today’s 
physician to be concerned with the healthy as 
well as the sick, Hence many people come to 
him to obtain an assessment of their state of 
health in the absence of symptoms. The trend 
toward using the doctor's services in this way 
is apparent in families with young children; 
and it is a practice which makes possible earlier 
detection of the onset of disease and the use 
of laboratory and diagnostic measures to estab- 
lish adequate diagnosis before treatment is be- 
gun. The patient who is seen by the doctor 
when he is in a state of health reaps an added 
advantage in illness, because there can be a more 
accurate evaluation of the degree of deviation 
from health. Also, the more complete the doc- 
tor’s understanding of the patient's physical 
and social environment, the more adequate is 
his basis for diagnosis. 

Not all physicians are temperamentally suited 
for dealing with healthy persons; to do so suc- 
cessfully, they must be interested in people in 
general, not just those who are ill. The physi- 
cian does his best work when, in addition to the 
application of his technical skills, he finds 
pleasure in the human approach to his patients. 

In treating illness in the family, the doctor 
needs to know the health and welfare services 
that are available in the community. Their value 
depends to a great extent upon the support 
they receive, both financial support and com- 
munity approval; it depends even more upon 
the people who have the firsthand contacts with 


families needing help and those who administer 


the programs of public health and welfare 
agencies, 
Industrial health is an aspect of community 


health which is becoming of increasing concern 


May, 1957 











to employers. The value of health screening 
at the time of initial employment has been 
established, The elimination of hazards (such 
as toxic substances in the plant), and the in- 
troduction of employee-health services and 
educational programs have done much to foster 
better health among employees. Exclusive of 
the particular hazards of the occupation, such 
as mining accidents, the major problems in in- 
dustrial health are basically rooted in family 
health. Chief among these are employee turn- 
over, absenteeism, alchoholism, accident prone- 
ness, compensation neuroses, and problems of 
getting along with fellow employees. 

Advances in medicine have brought many 
diseases under control through specific treat- 
ment and have all but eradicated others, some 
of which were formerly among the leading 
causes of death. The advent of antibiotics and 
improvements in anesthesiology have made it 
possible for surgery to reach the stage where it 
is concerned to a great extent with the correc- 
tion of abnormal physiological states, such as 
congenital heart disease. The reduction in the 
incidence of communicable diseases through en- 
vironmental controls, protection of food sup- 
plies, immunization procedures, and the ap- 
plication of the knowledge of nutrition have 
improved the health of both children and 
adults. All of the foregoing have contributed 
to increased longevity, but this has brought 


with it the problems of aging. 

We are confronted today with vast problems 
caused by chronic handicapping or disabling dis- 
eases which tax families financially and emo- 
tionally beyond their power to cope with them. 
Public health and welfare agencies have not as 
yet developed plans which are adequate to solv- 
ing these problems. 

Methods of attacking successfully the medical 
and social problems of the most severely dis- 
organized families in the community are sorely 
needed. Recent research has revealed that the 
relatively few families who were suffering from 
a combination of serious problems absorbed the 
bulk of relief funds. Such families almost 
always had multiple problems; acute and 
chronic diseases, both physical and mental; mal- 
adjustments expressed in desertion and de- 
linquency; and economic dependency. The 
public health nurses who visit these homes dis- 
cover that chronic diseases are repetitive in 
succeeding generations. What is sought today 
is a program of understanding treatment and 
support which is focused upon control of these 
problems and rehabilitation. 

Fortunately, most families, although beset by 
problems of illness and economic stress, are 
nevertheless self-supporting and succeed in 
having all or most of their members weather 


the storms of life. 





Natural Childbirth Recorded 


Dr. Grantly Dick Read, well-known author 
of Childbirth Without Fear, has recently super- 
vised an actual confinement which was recorded 
and is now released on a twelve inch long- 
playing record (Westminster Recording Com- 
pany, 275 Seventh Avenue, New York 1, New 
York, at $3.98). 

Here, unscripted and unrehearsed, the relaxa- 
tion and joy of a natural childbirth is demon- 
strated. Dr. Read, who is also the obstetrician 
in the case presented, feels that this recording 
will help spread his teachings and provide docu- 
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mentary evidence that can bring reassurance, 
relief from fear, and confidence in themselves to 
families ail over the world. The twelve hour 
labor period was reduced to a fifty-three minute 
recording by selecting the contractions and 
shortening the silent periods in-between. 
Though this recording is being released to 
the general public, it can be most effectively 
used by discriminating specialists before classes 
dealing with prenatal care and preparation for 


parenthood. 
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The Influence of Heredity on Family Health 


RAY C. ANDERSON, M.D.* 
Minneapolis, Minnesota 


Mook than two hundred years ago William 
Penn wrote “Men are more careful of the breed 
of their horses and dogs than of children.” 
Since then tremendous advauices have been made 
in the understanding of heredity, but the same 
statement could be made today with equal 
justification, There continues to be little genuine 
appreciation of the role that heredity plays in 
the lives of all men. Fortunately, the mislead- 
ing outbursts of early eugenicists and racial pro- 
tagonists have generally fallen by the wayside. 


THE BIOLOGICAL BAsIs 


It is safe to assume that even before recorded 
history men were aware of the tendency for 
offspring to resemble their parents. However, 
only in recent times has the biological basis for 
this phenomenon been elucidated. Even though 
Gregor Mendel clearly described the laws of 
inheritance in 1866, it was not until 1900 that 
his work became generally known. Genetics, 
the science of heredity, is therefore adjudged 
to have been born with the twentieth century. 

Each human being originates by the union of 
an egg with a spermatozoan. Each of these con- 
tains a nucleus with twenty-three chromosomes." 
Thus the union of these two germ cells results 
in a cell (termed “zygote”) containing twenty- 
three pairs of chromosomes. Subsequent cell 
divisions are accompanied by divisions of 
chromosomes, so that the chromosome number 
remains constant in all body cells, with one 
exception. As the egg cells and spermatozoa 
of the new generation are being formed, there 
is a halving of the chromosome number, and 
the cycle becomes complete. 

The chromosomes are elongate bodies made 
up of proteins and nucleic acids, Each is an 

* Dr. Anderson is Assistant Professor of Pediatrics and 
Consultant with the Dight Institute of Human Genetics of 


the University of Minnesota. 


‘Earlier opinion held to twenty-four pairs of chromo- 
somes but recent evidence indicates only twenty-three. 
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aggregate of linearly arranged particulate bodies 
known as genes. Since chromosomes occur in 
pairs, genes also occur in pairs. The number of 
genes present in the chromosomes of man has 
been estimated to be from five to twenty 
thousand pairs. Males and females are alike 
with regard to twenty-two pairs of chromo- 
somes, but differ in the twenty-third pair. Fe- 
males have a pair of similar sex chromosomes— 
the X-chromosomes. Males have a pair of dis- 
similar sex chromosomes—an X-chromosome 
and a Y-chromosome. Thus, egg cells are all 
the same with respect to the sex-chromosome, 
but sperm cells may contain either an X or a Y- 
chromosome. If the former type unites with an 
egg, a female develops, if the latter type, a male. 

Less than a thousand of man’s genes have 
been identified as to action, and less than a 
hundred have been identified as to chromosome 
location. This is in extreme contrast to the 
genes of fruit flies, for example, which have 
been carefully identified and located on the 
various chromosomes with great accuracy, If 
all humans had identical complements of genes, 
we would be unaware of the action of any of 
them. It is only when gene pairs consist of un- 
like forms (alleles) that we come to recognize 
them. Thus, the genes of man, like those of 
animals and plants in general, are not perma- 
nently stable. Instead, they are subject to change, 
that is, mutable, thereby providing a source for 
biological evolution. Perhaps once in every 
fifty thousand germ cells there is a change in 
the physical or chemical make-up of a gene, 
such that it will have a different action. This 
figure seems exceedingly small, until one 
realizes that this same proposition holds true for 
perhaps ten thousand other genes also present. 
These changes in gene character are termed 
mutations. These mutations are occurring con- 
tinually, and their incidence may be greatly in- 
creased by exposing the individual and his or 


May, 1957 





her germ cells to radiation from radium, atomic 
bombs, or x-ray machines. 

Since there are perhaps ten thousand pairs 
of genes, and since each gene pair may consist 
of a variety of combinations of many alleles, the 
uniqueness of each individual becomes very ob- 
vious. Except for identical twins, no two in- 
dividuals come even close to being genetically 
alike. 

Alleles differ greatly in their “strength.” 
Thus, in any dissimilar gene pair, one gene 
usually proves to be “dominant” to the other. 
That is, the action of the dominant gene results 
in the appearance of a measurable effect in the 
individual, whereas the other gene, termed a 
“recessive” gene, remains hidden, and its pres- 
ence can be identified only indirectly by genetic 
studies. Although classically we speak of 
dominant and recessive genes, we know that 
this is somewhat of an arbitrary division. As 
increasing attention is focused on “carriers” 
(individuals bearing one dose of a recessive 
gene), more and more cases are found of a re- 
cessive gene producing a definite though mini- 
mal effect, even in the presence of the accom- 
panying dominant gene. 

Inheritance patterns are usually grouped into 
three broad classifications: dominant, recessive, 
and sex-linked. A dominant gene is passed on 
to half of the offspring, and hence each child 
has a fifty-fifty chance of getting the gene and 
its effect. A person possessing a dominant gene 
(and its predisposing trait), will have one 
affected parent, and half of his siblings and 
children will likewise be affected (it must be 
remembered that “chance” will tend to over- 
load some families with affected cases, and 
underload others). A recessive gene must be 
present in double dose to produce an effect. 
Thus, a person possessing two recessive genes 
(and the predisposed trait) will ordinarily 
have normal parents, since the latter will usually 
have but one dose of the abnormal recessive 
gene. Siblings will be affected ir. a ratio of one 
affected to three normal; and children will be 
normal, unless the affected individual happens 
to marry a “carrier” of that gene. Sex-linked 
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inheritance occurs when the gene in question is 
located on the X-chromosome (which the fe- 
male possesses in double dosage, the male only 
in single dosage). Anytime the male gets an 
X-chromosome with the abnormal gene, he 
shows the trait; whereas the female will usually 
have a normal gene on the other X-chromosome 
she bears, and will therefore appear normal, It 
is in this way that females tend to transmit the 
trait, and males to show it. 


THE INDIVIDUAL AND His GENETIC 
CONSTITUTION 


As already mentioned, each individual, ex- 
cept for identical twins, has a unique aggregate 
of thousands of genes. Following fertilization, 
environmental forces begin their never-ending 
influence on the gene-driven processes of growth 
and differentiation. The ultimate result is a 
blending of genetic and environmental forces. 
In some cases, the former seem to predominate 
and in others, the latter. 

We all recognize the extreme degrees of 
individual variation, in physical appearance, in 
intelligence, in artistic abilities, and in emotional 
make-up; yet sometimes we tend to forget that 
these differences date back to earliest infancy. 
Newborn infants are not assembly-like equals. 
Rather, they represent favorable constellations 
of genetic make-up, favorable in the sense that 
they have survived the crucial nine months of 
intra-uterine life. Even before birth, there is a 
struggle for existence. Sometimes it is the 
genetic material and sometimes it is the host 
environment which is responsible for the un- 
timely death of the embryo or fetus. The same 
struggle goes on after birth; the first year of 
life is a comparatively risky one. Environmental 
factors deal harshly with the young individual. 
Death comes early also to the heredity-poor 
child. Infants who are endowed with two genes 
of Krabbe’s disease (a degenerative disease of 
the brain) die before they are a year old. Those 
with Tay-Sach’s disease, which is another brain 
disease caused by a recessive gene, survive only 
a little longer. Those with fibrocystic disease of 
the pancreas (also caused by a recessive gene) 
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may die on the first day of life and few sur- 
vive early childhood. 

Many newborns manage to survive, but with 
genetic or environmentally produced handicaps. 
Examples are the birth-injured children, the 
hereditary deaf and blind, and the mentally de- 
ficient, Fortunately, the majority are so-called 
normal! individuals who withstand the stresses 
and strains of environmental forces and reach 
the age of reproduction. Then follow the adult 
years, in which the gloss covering the genetic 
make-up is gradually worn away. So-called 
metabolic diseases, which are largely genetically 
determined, come to the forefront. Diabetes, 
thyroid disease, hypertension, coronary disease, 
schizophrenia, and others take their toll in sick- 
ness and death. There is a continual struggle 
by medical science to adjust the environment 
to the individual, in the form of drugs and 
surgery. It is only the person with a compara- 
tively healthy complement of genes who is able 
to reach the period of old age. 


HEREDITY AND SELECTION OF 
MARRIAGE PARTNERS 


If there is anyone who closes his eyes to 
heredity, it is probably the courting individual. 
He or she sees phenotypically rather than geno- 
typically, In other words, he selects a partner 
on the basis of individual appearance, not on 
family performance. It is somewhat akin to 
crop or animal judging, as contrasted with the 
more scientific method of pedigree studies and 
performance tests, Unconsciously, however, con- 
sideration is given in selection to such geneti- 
cally influenced factors as height, musical apti- 
tudes, intelligence, complexion, emotional make- 
up, eye color, nose shape, physique, hair color, 
and many less specific features. In the past, 
mental disease and alcoholism in the family 
were probably discriminated against, as well as 
epilepsy, particularly if the parents’ recom- 
mendations were followed. Currently, such 
social factors as religion, race, and economic 
status loom important in mate selection though 
primarily in a negative manner. That is, group 
lines are viewed as restricting barriers. 
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The law imposes certain restrictions on mar-- 
riage, some of which are of genetic importance. 
The marriage of close blood relatives is for- 
bidden. In the majority of states, the marriage 
of first cousins is forbidden, while the others 
permit first cousins to marry, but not closer rela- 
tives. This restriction against the marriage of 
blood relatives is observed in all societies, either 
by edict or taboo. There is, of course, biological 
justification for such a restriction because blood 
relatives tend to share more genes in common. 
Therefore, since all people probably possess one 
or more hidden deleterious recessive genes, the 
marriage of blood relatives would increase the 
chances of a child being born with a double 
dose of one of these harmful genes, and he 
would exhibit the undesirable trait. 

There is serious doubt that this universal re- 
striction on marriages between close relatives 
developed out of biological observations. In- 
stead, its history is closely bound to the church. 
As it is, there are no accurate data relating to 
the degree of increased risk imposed by the 
marriage of relatives. Theoretically, there is a 
logical increase in risk; and it has been widely 
recognized that children with rare recessive 
traits frequently have parents who are first cous- 
ins. In the case of the more common recessive 
traits, the cousin-marriage effect is much less 
evident, just as theory predicts. 

Other laws forbid the marriages of the 
mentally deficient, the insane, and epileptics; 
but such laws are rarely invoked or enforced. 
The term “epilepsy” is being gradually dropped 
in medical language and is being replaced by 
“convulsive disorder,” which is a more descrip- 
tive term and more socially acceptable. That 
there are some hereditary tendencies to certain 
convulsive disorders seems quite evident, but 
the relative significance of these tendencies is 
currently open to considerable dispute. 

Just as the marriage of blood relatives is 
inadvisable, so too are the marriages of in- 
dividuals whose families are harboring the same 
recessive hereditary disease. Thus, diabetics or 
members of families where there is diabetes 
are usually advised to marry into families where 
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diabetes is unknown, in order to lessen the 
chances of having diabetic children. Diabetes 
is perhaps the most common of the major 
hereditary diseases of man, and about one per- 
son in every sixty-five is either a diabetic or will 
become one at some time during his life. It 
is now thought that diabetes may represent 
several distinct diseases, rather than a single 
disease. The diabetic gene or genes are very 
common in the population and the diabetic 
person may marry a “carrier’’ of the predis- 
posing gene, even if he marries into a family 
in which none of its members have the disease. 
The second most common of the major diseases 
which is generally considered to be caused by 
recessive genes is schizophrenia, and perhaps 
one person in one hundred is predisposed to this 
disease. And the same recommendation regard- 
ing marriage applies as in the case of diabetics. 

If one were to review critically all families 
for genetic “taints,” there would be relatively 
few that would escape criticism. There would be 
few ideal marriage candidates. The exposure of 
taints and the exaggeration of risks would un- 
doubtedly do more harm in precipitating anx- 
ieties than good in the eugenic sense. Since 
the legal limitations on marriage are literally 
non-restrictive, and since all individuals con- 
sider it within their birthright to marry, it will 
have to be assumed that marriages contracted 
after looking into family trees would lead to 
nothing more than a somewhat superficial 
cleavage of the genetic population. 

Young people are seemingly not too con- 
cerned about the physical, mental, and genetic 
health of the prospective mates. A girl may enter 
into marriage with a severely damaged rheu- 
matic heart, unbeknown to her future husband. 
Or she may be a schizophrenic who is temporari- 
ly in a socially acceptable condition. She may be 
a known carrier for the hemophilia gene. It 
seems to be highly immoral to carry into mar- 
riage surreptitiously such defects; and yet just 
where the line should be drawn is difficult to 
say. No one seeks to gain a prize by putting 
his worst foot forward. Premarital counseling 
has attained great popularity in modern times, 
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and it would seem that the conflicts and prob- 
lems of both partners should be aired during 
such counseling. 


HEREDITY AND THE GROWING FAMILY 


The primary purpose of marriage is reproduc- 
tion, the transmission of the genetic heritage to 
the new generation. It is therefore not surprising 
that in genetic counseling the prospective mar- 
riage partners rarely inquire about their own 
chances of developing genetic disease; instead 
they ask about the health prospects of future 
children. The young woman who is engaged to 
a man with diabetic relatives may not seem to 
be a bit concerned about the chances of her 
future husband’s developing the disease, but 
she will be vitally concerned about the future 
children, The man who expects to marry a 
woman with a convulsive disorder may not give 
any consideration to her ability to function as 
a wife and a mother; instead he is concerned 
about the next generation, These are typical 
examples of some of the confused thinking 
encountered in counseling work. 

Where hereditary disease has already mani- 
fested itself in the marriage partners or their 
families, it is possible to make predictions as to 
the likelihood of its appearance in the next 
generation. If the mother’s father had hemo- 
philia, then the chances of her sons having the 
disease would be fifty-fifty; of her daughters, 
zero. If one parent has syndactyly (webbing 
of the digits) or polydactyly (extra digits), 
future children may have a fifty-fifty chance of 
also having it because these often behave as 
dominant hereditary traits. Some of the genetic 
traits or diseases are relatively unimportant, 
such as syndactyly or polydactyly, Others are lit- 
erally devastating. For example, retinoblastoma 
(a type of eye cancer due to a dominant gene) 
generally allows only two alternatives: death 
in early childhood or blindness which results 
from surgical removal of the eyeball or from 
radiation treatment, It is a tragedy to see a 
couple, one with blindness due to retinoblas- 
toma, proceed with childbearing and produce 
one or more children with this same malignancy. 
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Usually, the unfortunate genetic potential of 
a particular couple comes to light only with the 
birth of a defective child. Perhaps the first child 
fails to develop properly in infancy, despite a 
good appearance on the weight chart, When an 
alert physician checks the urine for phenyl- 
pyruvic acid and finds this abnormal metabolite 
present, a diagnosis of phenylpyruvic oligo- 
phrenia is established. This is an hereditary type 
of severe mental deficiency, although a recent 
medical finding suggests that perhaps it may be 
alleviated by the early institution of a special 
diet. Several children may be born before the 
disease is diagnosed. A family may have a num- 
ber of children before the symptoms of the sex- 
linked type of muscular dystrophy appear. Then 
anxiety develops regarding the health of the 
boys still below the usual age on onset. A 
similar situation may prevail in a family where 
fibrocystic disease of the pancreas strikes. In 
such cases, the parents can be provided with 
an exact genetic explanation of the cruel turn 
of events, together with the risk figures for 
subsequent children. 

Sometimes an abnormal child may have re- 


the probability of other defective offspring is 
slight, although they still have the responsibility 
of cating for the defective child. In many in- 
stances the causative factors may be obscure, and 
the counselor must admit honest ignorance in 
the matter. 


Who is to do genetic counseling? Preferably, 
it should be the family doctor, but rarely is he 
equipped academically to do the job. Should it 
be the geneticist, to whom such problems may 
seem cut and dried? Would the psychiatrist do 
a better job, because he has the ability to help 
people handle the frustrations that result from 
facing the cold statistics? It is obvious that 
there is no perfect answer to the question. The 
only practical approach is to use the services 
of the student of human heredity, be he pri- 
marily geneticist, physician, or psychiatrist. 

A number of centers of human genetics study 
are now established around the country, to 
which laymen or professional medical men 
may direct their questions. These are shown in 
Table I which gives the geographical and in- 
stitutional location and lists the geneticist in 
charge. None of these functions primarily as a 
counseling center, but information can generally 
be secured from any of them without charge. 
In almost all cases, information is available 
rather than advice. The number of queries 
directed to these centers at the present time is a 
mere handful. It is obvious that the vast ma- 
jority of the people with genetic problems are 
either getting their answers elsewhere, are un- 
concerned about them, or do not know where to 
seek help. 

The repeated production of abnormal chil- 
dren by a particular couple poses problems for 
society as well as for them, At the present time, 
society recognizes a duty to help care for such 
children, but no duty or privilege to help in 
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their prevention. The situation is further com- 
plicated, from both legal and religious view- 
points, when the subjects of birth control and 
artificial insemination are brought into the dis- 
cussion. Eugenics involves the utilization of 
genetic knowledge to improve the human race. 
Great hope in eugenic measures was expressed 
by eugenicists in the past and some still do 
have that faith. But no far-reaching beneficial 
effects appear visible, even in the distant future. 
What can be accomplished is in terms of im- 
mediate and practical benefits to families and 
to society. Abnormal offspring can only be 
handicaps to families and to the government. 
But all of the necessary decisions rest in the 
hands of the marriage partners, who are guar- 
anteed by law the right to procreate as they see 
fit. However, the law can intercede if there is 
gross neglect of the children already produced. 

Even before the new generation is able to 
shift for itself, the parental generation may 
have been crippled physically and financially by 
hereditary disease. There is an almost endless 
list of genetic diseases. A few of those not 


already mentioned are manic-depressive psy- 
chosis, Huntington’s chorea (a degenerative 
brain disease with onset in middle age), and 
Friedreich's spinal and Marie's cerebellar 
ataxias (disorders of the brain and spinal 
cord); those affecting the muscles, such as 
myotonia dystrophica; neurofibromatosis, which 
produces tumors of the nervous tissues; various 
types of cataracts and otosclerosis, which pro- 
duces deafness; and such diseases as gout, mul- 
tiple polyposis of the colon, polycystic disease of 
the kidneys, and osteogenesis imperfecta which 
affects the bones and predisposes them to frac- 
tures. The majority of these diseases are chronic 
and progressive and may often impose tre- 
mendous financial handicaps on the family, 
particularly if it is the wage earner who is in- 
volved. 

The realization that the hereditary aspects of 
man’s health and family life are extremely im- 
portant is just beginning to trickle into govern- 
mental health agencies and schools of medical 
education. The future bids fair to see great 
strides made in this field. 





More Marriages 


In 1956, more than two-thirds of the United 
States civilian population aged fourteen and 
over were married (70.4 per cent of the males 
and 66.7 per cent of the females), as com- 
pared with only 23.8 per cent of the males and 
18.2 per cent of the females that were single, 
‘ 4.1 per cent of the males and 12.6 per cent of 
the females that were widowed, and 1.6 per cent 
of the males and 2.4 per cent of the females that 
were divorced. Furthermore, since 1890, or for 
more than a half century, the percentage married 
has been increasing and the percentage single de- 
creasing—which is a clear demonstration of the 
growing popularity of marriage. Divorce per- 
centages have gone up also but the numbers 
involved are too small to offset the larger trend. 
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at Younger Ages 

Reasons for this long-time increase in the 
numbers and proportion of the population mar- 
ried are three: (1) younger age at marriage; 
(2) postponement of widowhood because of a 
lower death rate; and (3) a greater tendency 
toward remarriage following widowhood and 
divorce. 

Regarding the first of these reasons, 1956 
males married at a median age of 22.9 (com- 
pared with 26.1 in 1890), and females at 20.1 
(compared with 22.0 in 1890), These median 
ages have changed very little over the last five 
or six years, however. (Data from Current Popu- 
lations Reports, Series P-20, No. 72, December 
21, 1956.) 
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The Role of Science in Today’s Food 


MARGARET S. CHANEY, Pu.D.* 
New London, Connecticut 


NOT only has the population of the United 
States increased rapidly in recent years, but 
there has been a marked shift in urban and rural 
population and in the pattern of families and 
their methods of living. Hence, supplying our 
increasing millions with food has required im- 
portant changes in production, processing, pack- 
aging, and distribution. There were an esti- 
mated 167,440,000 people in this country in 
April, 1956; about two-thirds of them were liv- 
ing in urban areas, and half were in cities of 
fifty thousand or more. Small families pre- 
dominated in the cities and more wives were 
working outside their homes than ever before. 


THE CHANGING PATTERN OF 
Foop CONSUMPTION 


Investigations conducted by economists and 
home economists on the staff of the United 
States Department of Agriculture show that 
there has been a tremendous increase in the 
quantity of food produced and a marked im- 
. provement in quality, Surveys of families in 
four areas of the country showed significant 
changes in food habits in the past thirty years: 
today people consume more meat, poultry, eggs, 
milk and milk products, and fruit and vege- 
tables than they did formerly; they eat less 
bread, cereals, and potatoes. During this period 
families of four were found to have increased 
their weekly intake of milk by 20 per cent, the 
number of eggs by 60 per cent; they ate double 
the amount of cheese and almost three times 
the number of pounds of fruit and vegetables. 

Government investigators calculated that the 
average diet today supplies more of the most 
important nutrients than it did in 1922-24, For 
example, the average diet contains 15 per cent 
more iron and calcium, 25 per cent more ribo- 
flavin, 20 per cent more niacin and thiamine, 


* Dr. Chaney is Professor of Home Economics at the 
Connecticut College for Women. 
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and 3 per cent more vitamin A and ascorbic 
acid, It is generally assumed that the nutritional 
status of the people of this country is now 
higher than it has been before; but the average 
figures do not present a reliable picture of in- 
dividuals and it is common knowledge that the 
state of nutrition of many people is far from ; 
optimal. 

Today's high standard of eating is largely due 
to the bumper crops produced and the sound 
financial condition of American families. 
Government economists predict that consumer 
incomes will remain at a high level throughout 
the immediate future and that employment, 
purchasing power, and business activity and 
production will continue to be good. Retail 
food prices may shift somewhat among the 
various food groups but they are expected to 
average about the same as they did in 1955. 
There will probably continue to be surpluses 
of many farm products, but this is not expected 
to result in decreased food costs because the 
services which retail buyers request and receive 
increase the marketing costs and tend to counter- 
balance any downward trend which might result 
from plentiful supplies. 

The size of families and the ages of their 
members also affect the food market. Two- 
person families account for a third of all groups 
and their demands for small-sized packages 
and prepared foods and mixes influence the 
business of food processors and retailers. The 
young-married group and the older group, both 
of whom will increase during the next decade, 
will dominate the food market. Advertising, 
merchandising, and packaging will be geared 
to the young-married group. Illness, which is 
more common as age progresses, and the less 
active life in old age affect the requirements 


1 More and Better Foods from Today's Pay Check, Agti- 
culture Information Bulletin No. 138, Washington, D.C.: 
U. S. Department of Agriculture, 1955, p. 13. 
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of older people. Small kitchens with little stor- 
age space and limited time for food preparation 
are common problems among city dwellers. The 
food industry is conscious of these trends and 
stands ready to make the desired adjustments 
in food supplies.? 

Special problems are presented by the armed 
services. Not only must food be safe, nutritious, 
and palatable but it must be readily available. 
For example, one of the most difficult problems 
has been presented by air force pilots and crew 
members who must stay in stationary positions 
during flights. For them, liquid foods have been 
perfected, such as meats, ham and eggs, and 
fruit purees; also a feeding system has been 
developed which supplies them with their meals 
through the oxygen mask while they are flying 
in atmospheres which have a temperature range 
of —60°F, to +165°F. 


Foop PRODUCTION 


The first link in the chain of improving food 
habits is controlled by the farmer. His suc- 
cesses in promoting progressive agricultural 
practices may be traced largely to research 
conducted under the direction of the United 
State Department of Agriculture, private in- 
dustry, and colleges and universities throughout 
the nation. Crop output per acre has increased 
because better secds have been developed and 
more use has been made of fertilizers. For 
some time there has been an upward trend in 
egg production per hen, milk production per 


cow, and beef and pork production per unit of - 


livestock. 

Simultaneously there has been a reduction 
in man-hours of farm labor, especially in rela- 
tion to crop output. According to the 1955 
Annual Summary of the Agricultural Research 
Service of the United States Department of 
Agriculture, farm output per man-hour has al- 
most doubled the pre-World War II average. 
Less than two-thirds as many people work on 
farms as did in 1920, but each worker is able 


2G. $. Weiss, ‘‘Food for Families,"’ in Marketing, Wash- 
ington, D.C.: U. 8. Department of Agriculture Yearbook for 
1954, pp. 195-202. 
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to produce enough food, fiber, and tobacco to 
care for himself and two and a half times as 
many others as he could in 1920.° Fortunately 
for the consumer, this economy in time and 
effort is accompanied by qualitative improve- 
ment in the products raised. Productivity of the 
soil has been increased; superior strains of 
plants and animals have been developed ; crops 
have higher nutritive values and are being pro- 
duced by more economical methods. 

Many investigations have been conducted on 
the influence of environment on the nutritive 
values (especially on the vitamin and mineral 
content) of plants during their growth; but no 
clear-cut conclusions have been reached with 
respect to the relation of the environmental 


- variables to all of the nutrients in a given prod- 


uct. However, many facts have been proved. 
It is now known that light is comparatively im- 
portant for the optimal nutrient content of many 
parts of the plant that we eat, because it stimu- 
lates the synthesis of thiamine and increases the 
ascorbic acid, carotene, riboflavin, calcium, and 
iron contents either directly or indirectly. Tem- 
perature and moisture variables tend to show 
inconsistent results. Carotene, the precursor of 
vitamin A, is likely to be decreased when fer- 
tilizer is applied in amounts which produce 
chlorosis (yellowing) of the plant. Careful 
control must be exercised in the amount of 
nitrogen, lime, and phosphate used, because an 
excess of one or more of these may limit the 
deposition of vitamins and/or minerals in the 
leaves and seeds. Trace elements, such as zinc, 
manganese, copper, boron, and molybdenum, 
are useful in certain amounts and combinations, 
but they may have toxic or antagonistic effects 
otherwise.* The most safe and practical pro- 
cedure for the lay person to follow is to rely 
upon the directions issued by reliable industrial 
concerns and by agricultural experiment stations. 

Studies conducted on the relation of soil 

* Changes in Parm Production and Efficiency, Annual Sum- 
mary Agricultural Research Service, Washington, D. C.: 
U. S. Department of Agriculture, 1955, p. 3. 

*L, R. Richardson, ‘Effect of the Environment on the 
Ascorbic Acid Content of Plants,’ in Influence of Environ- 


ment on the Chemical Composition of Plants, Southern Co- 
operative Series Bulletin No. 36, January, 1954, pp. 6-23. 
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fertility to cow's milk indicate that the nutrient 
composition of milk is not affected by the fer- 
tility of the soil in which crops for cattle feed 
are grown. The effect of soil fertility is evident, 
however, in that it materially influences the 
quantitative yield of both crops and milk. It is 
comforting to know that milk supplies its valu- 
able components regardless of whether the cow’s 
feed is inferior or superior.* 


Foop PROCESSING 

The next link in the chain of food advances 
is regulated by industry which is responsible for 
insuring that foods not used in their fresh state 
are preserved for future use, with as little loss 
as possible of their natural characteristics, 

Canning. The canning industry has made 
great strides in retarding losses in nutrients 
which might normally be expected to occur 
during heating and storage of food. Early in- 
vestigations showed that there was considerable 
loss of thiamine and ascorbic acid in canning 
because they are water-soluble, heat-labile, and 
affected by the alkalinity of the medium. These 
findings stimulated research which accumulated 
considerable data which are now being applied 
by commercial canners. . 

A detailed report issued in 1955 by the Re- 
search Laboratories of the National Canners 
Association includes data relating to the analyses 
of raw products used in canning, the final nu- 
trient contents, and step-by-step surveys of the 
important canning operations used in food 
where nutrients have been lost.* Included were 
studies of the effects of handling and storing 
raw foods from the time of harvesting to that of 
canning; of the results of various canning opera- 
tions, such as blanching and heat processing; 
and of time and temperature factors during 
storage. Many of the findings are common 
knowledge to homemakers, but some of the 
less well known ones will be cited. The amount 
of ascorbic acid in canned citrus fruit juices is 
likely to be reduced if the equipment used has 

* "Cow's Milk and Soil Fertility,” in Nutrition Research 
Bulletin, Chicago, Illinois: Research Committee of American 


Dairy Association, 1955, Vol. 5, pp. 55-57. 
* Retention of Nutrients during Canning,’’ pp. 1-93. 
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copper parts or if the juices are exposed to the 
air for a long time. There is a better retention 
of ascorbic acid in tomato juice when it is 
de-aerated immediately after extraction and the 
juice is heated rapidly to a point beyond the 
critical temperature of 160°-180°F. Blanching, 
which is a preliminary step in vegetable canning, 
tends to cause the least loss of thiamine and 
ascorbic acid when it is carried on as quickly 
as possible at a high temperature, and when 
food is steamed rather than boiled. The loss of 
ascorbic acid is great if time elapses between 
blanching and the completion of processing. 
There is a gradual loss of this vitamin during 
storage. A storage temperature of approximately 
50°F. is advocated for optimal nutritive value, 
flavor, and appearance of the more acid foods. 
Three months at 90°F. reduced the ascorbic 
acid in orange juice as much as 12 months at 
70°F, 

Dehydration. New developments in the dehy- 
dration of foods are occurring rapidly. Drying 
methods used during World War II did not 
assure a desirable product after a few weeks’ 
storage, because there were marked changes in 
color and flavor. We now know that a com- 
paratively stable product may be assured if the 
moisture content is reduced to 10 per cent or 
less, and the drying is done at a relatively low 
temperature in a high vacuum. The last stage 
in the dehydration of many foods now takes 
place in a tin can where there is a small paper 
bag of granular calcium oxide.(the in-package 
desiccant) placed along with the food in a 
powdered form. Then the final product may 
have less than 1 per cent of moisture and it is 
protected against loss of ascorbic acid and non- 
enzymatic browning, off-flavors, and caking. 
Vitamin retention is also increased when the 
preliminary blanching is done in superheated 
steam or steam pressure.” 

Both ascorbic acid and carotene may be lost 
during storage of dehydrated foods. Quality 
may be retained for one to three years if there 


'D. K. Tressler, ‘New Developments in the Dehydration 
of Fruits and Vegetables,"’ Food Technology, 10 (1956), pp. 
119-124, 
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is a very low moisture content and the product 
is refrigerated. 

Tests made on two brands of instant nonfat 
dry milk showed that the reconstituted product 
had essentially the same amount as fresh milk 
of thiamine, riboflavin, niacin, pantothenic acid, 
and pyridoxine. The ascorbic acid was low but 
this is true whether milk is fresh, canned, or 
dehydrated, Reconstitution of dry milk is easy 
if a liquid is desired. Nonfat milk solids are 
being incorporated into many baked products 
and mixes to increase the protein, calcium, and 
riboflavin values with little increase in calories. 

Freezing. The rapidly growing frozen food 
industry has brought to the market many ap- 
petizing products which retain the natural color 
and flavor of the fresh product, and have su- 
perior nutritive value. Freezing does not en- 
hance the nutritive content, but products proc- 
essed by this method tend to contain more 
vitamins than the fresh food which has been 
shipped, stored, and displayed at the store or in 
the home before use. 

Orange juice, the most popular of the juices, 
has presented special problems to the freezing 
industry because both flavor and texture changed 
during the concentrating, canning, and freezing 
of the juices. Off-flavors which were due to 
acid-tolerant bacteria in the plant squipment 
had to be eliminated. Enzymes which exist nor- 
mally in the fresh juice degraded the pectin 
and reduced the turbidity desired in the recon- 
stituted juice, but it was found that a flash heat 
treatment reduced enzyme activity and stabilized 
the product so that the solids remained sus- 
pended to a greater degree than otherwise. 
Many packers of frozen citrus fruit juices blend 
the concentrate before freezing so that it will 
be uniformly high in ascorbic acid; then they 
freeze products under high vacuum at a rela- 
tively low temperature for a short period of 
time, in order to retain as much of this vitamin 
as possible. 

Under the sponsorship of the National As- 
sociation of Frozen Food Packers, the Wiscon- 
sin Alumni Research Foundation recently com- 
pleted a large-scale investigation of the nutrients 
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in frozen foods.* The study was conducted in 
all of the production areas of the United States, 
including Hawaii, and involved eight hundred 
sets of samples. They represented two-year sea- 
sons for fourteen frozen foods, seven fruit 
juices, and thirty vegetables. Analyses were 
made for eight vitamins, six minerals, and the 
proximate composition ; and the samplings were 
made with regard to such variables as variety, 
harvesting, weather, processing, and packaging. 
This study furnishes a very complete and ac- 
curate compilation of data on frozen foods, but 
comparisons were not made with the aliquots of 
the unfrozen samples. The deep green and 
orange-yellow vegetables were high in carotene; 
frozen fruits and juices and many of the frozen 
vegetables contained per serving comparatively 
large quantities of ascorbic acid in relation to 
the recommended daily allowance. Many of the 
products had low levels of sodium, information 
which is of special value to doctors and dieti- 
tians in planning therapeutic diets. 

Radiation. Cold sterilization or radiation is 
still largely in the experimental stages in food 
processing.® Both beta and gamma rays have 
been employed. The beta rays have a low pene- 
tration power and when used to irtradiate meat 
will not sterilize throughout a piece more than 
one inch thick, The gamma rays are more 
penetrating, but while destroying micro-organ- 
isms they may also produce an undesirable 
effect on the flavor, color, and odor. However 
the addition of pure ascorbic acid has been 
found helpful in eliminating these unwanted 
effects on the sensory organs. 

A large research program is being conducted 
by the office of the Quartermaster General and 
the office of the Surgeon General of the Depart- 
ment of the Army. After toxicity tests on ani- 
mals have shown no harmful effects, feeding 
experiments are conducted on humans. So far 
no evidence of toxicity has been noted on ten 


*M. Burger et al., ‘Nutrients in Frozen Foods: Vitamin, 
Mineral, and Proximate Composition of Frozen Fruits, Juices, 
and Vegetables, "' Journal of Agricultural and Food Chem- 
istry, 4 (1956), pp. 418-425, 

°H. F. Kraybill, ‘‘Nutritive Effects on Foods Sterilized 
by Ionizing Radiations,’’ Nutrition Reviews, 13 (July, 1955), 
pp. 193-195, 
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young men who volunteered their services and 
have been eating meats, bread, fruits, and vege- 
tables whici; have been sterilized at about three 
million rep.” These foods represented about 
two-thirds of the total food intake. 

To date, comparatively few studies have been 
made on the nutritive value of products steri- 
lized by radiation. However, it has been found 
that vitamin A, vitamin B, and ascorbic acid 
were seriously reduced in milk and milk prod- 
ucts, and riboflavin showed only a moderate 
reduction. Dr. R. G. Tischer, Director of Foods 
Laboratories, Quartermaster Food and Con- 
tainer Institute for the Armed Forces, believes 
that cold sterilization even when perfected will 
not replace other methods of food processing, 
but it may be employed for certain products 
which are not successfully preserved by other 


means. 

Radiopasteurization, which takes place at a 
lower level than sterilization, is being used 
successfully with some foods. So far it has been 
found that ten thousand rep prevents sprouting 
of potatoes and onions and controls insect in- 


festation of cereal products; treatment of fifteen 
thousand rep stops the trichina cycle in pork; 
and surface treatment of fifty thousand rep 
made it possible to keep packaged meats on the 
shelf five times as long as those not exposed 
to the rays. These levels are considered safe 
and the cost of radiopasteurization is low. For 
example, trichina in a two hundred pound hog 
can be destroyed for about thirty cents; potatoes 
can be kept from sprouting at a cost of about 
four dollars a ton; cereals can be freed from all 
living insects for about two cents per hundred 
pounds. In contrast, the cost of sterilization by 
radiation is from one hundred to one thousand. 
times that of using conventional methods of 
heating. 

Use of additives. In addition to the changes 
associated with processing by heat, freezing tem- 
peratures, loss of moisture, and radiation, there 
are technics which involve the use of purified 
nutrients, natural foods of special nutritive 


* This stands for roentgen equivalent physical which is 
the unit of measurement used. 
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value, and chemicals. The terms “enrichment” 
and ‘“‘fortification’’ are used to designate the 
addition of nutrients. This process is controlled 
by the Pure Food and Drug Commission and is 
sanctional under certain conditions by the 
Food and Nutrition Board of the National Re- 
search Council. Certain essential elements may 
be lacking in widely consumed staple foods 
because of a natural absence in the food or re- 
moval during preparation of products for sale. 
The Board endorses the addition of iodine to 
salt; vitamin A to margarine; vitamin D to 
milk; and thiamine, riboflavin, niacin, and iron 
to cereal products. As a result, the diets of many 
people in the United States have been remark- 
ably improved. Most of the white flour and 
white bread is enriched; most of the degermi- 
nated cornmeal and grits in the Southern states 
and some of the whole grain cornmeal is also; 
but relatively less progress had been made with 
rice and macaroni products.’ 

Practically all of the margarine used in this 
country has fifteen thousand international units 
of vitamin A added per pound and sometimes 
small amounts of vitamin D, also. In many 
areas, four hundred I. U. of vitamin D per 
quart are added to fresh whole milk and 
specified amounts of vitamins D and A are 
added to skim milk. Evaporated milk usually 
contains enough vitamin D so that it is com- 
parable to fresh milk when it is reconstituted. 
Milk was approved as a carrier for vitamin D 
because it is the best source of calcium, the 
mineral whose deposition in bones and teeth 
is furthered in the presence of vitamin D. 

So far only the additives of purified nutrients 
have been described; but sometimes milk and 
soybean meal are added or ascorbic acid, which 
not only increases vitamin content but retards the 
development of undesirable changes in color 
and/or flavor in such products as milk, cured 
meats, and frozen and dehydrated fruits and 
vegetables. Consideration is being given to add- 
ing one of the less well known vitamins, pyri- 


4R. R. Williams, ‘‘Food Enrichment: Progress and Con- 
troversial Issues,"’ Journal of Agricultural and Food Chem- 
istry, 2 (1954), pp. 770-774. 
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doxine, to infant foods because the lack of this 
factor has been shown to cause convulsive seiz- 
ures in babies. 

Proposals have been made to enrich cereals 
with certain amino acids which are lacking and 
which are necessary to make the protein qualita- 
tively adequate. Lysine and methionine are com- 
mercially available and at comparatively low 
prices. Since most people in the United States 
consume enough animal protein to meet their 
lysine and methionine requirements, it does not 
seem advisable to add these amino acids to the 
overall supply of breadstuffs and cereals. How- 
ever, lysine is being incorporated into some 
products such as bread, certain infant milk for- 
mulas, and some canned infant foods, It may 
be that lysine and other essential amino acids 
will be incorporated into certain geriatric foods 
as they are developed. The situation existing in 
some of the underdeveloped countries of the 
world is very different, however, because animal 
proteins are almost completely lacking and the 
resulting diseases are rampant. The Food and 
Agriculture Organization of the United Nations 
is studying the use of various supplements in 
improving the nutritional status of the people 
in these countries, Peanut presscake flour is 
being tested in Africa, soybean products in 
Indonesia, and fish flour in South America. The 
nonfat dry milk solids, which are a surplus 
commodity, are finding wide use in improving 
the nutritional status of children throughout 
the world. 

Many chemicals have been found to be useful 
singly or in combinations in preserving the 
freshness of many products. They can prevent 
rancidity in fats and in foods containing con- 
siderable fat, such as potato chips, peanut butter, 
shredded coconut, and salted peanuts, Their 
use improves the palatability and conserves the 
fat-soluble vitamins and the essential fatty acids. 
Other chemicals retard the growth of mold in 
packaged foods. The shelf life of such foods as 
cheese, bacon, and nuts can be significantly pro: 
longed by the use of such chemicals as sorbic 
acid, calcium propionate, and dimethyl dicholo- 
rosuccinate. 
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Foods may be protected from spoilage by 
antibiotics."* For example, aureomycin (under 
the trade name of Acronize) is being employed 
to prevent the loss of freshness in poultry, fish, 
and meat and it is useful when refrigeration is 
difficult or impossible. Acronize may be injected 
into the veins of the livestock shortly before 
death, or added to the ice water in which poul- 
try is cooled after it is eviscerated, or frozen into 
the ice used on fishing vessels to preserve the 
catch. Since it is destroyed by heat, even before 
the food is completely cooked, there is thought 
to be no danger in human consumption. Ap- 
parently it does not affect the flavor, color, or 
odor of the food. No reports are as yet avail- 
able regarding its effect on nutritive values. 

When antibiotics are added to the commercial 
grain rations of young animals, the rate of 
growth is increased and the gain is made at a 
comparatively low level of food consumption. 
In experimental work on chickens and pigs it 
was demonstrated that the acceleration was the 
result of the vitamin-sparing action of the anti- 
botic, and in some cases a more efficient use of 
the animal's limited intake of the essential amino 
acids. It does not seem probable that antibiotics 
will be used as additives for foods to be used 
for human consumption in the United States, 
but they may be valuable as a growth stimulant 
in regions where plant foods comprise most of 
the diet. 

PACKAGING 

Most foods are packaged, whether they are 
sold fresh or have been processed, so this is the 
last link in the chain of industry's contribution 
to improved food practices. An important con- 
sideration is the appeal the product makes to 
the homemaker because of the color, shape, and 
size of the container. The traditional containers 
of glass, tin, and paper are being supplemented 
with many additional products which are syn- 
thetic in nature and are resistant to water, light, 
penetration of undesirable flavors or odors, and 
micro-organisms. Polyethylene, pliofilm and 


99H. H. Weiser ef al., ‘The Use of Antibiotics in Meat 
Processing,” Applied Microbiology, 2 (March, 1954), pp. 88- 
94, 
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other synthetic resins, waxes, sizings, metal foil, 
and parchment are all in use today. Sometimes 
inner listings are used to resist the penetration 
of fats as well as moisture, Waxed parchment is 
considered as desirable in packages for frozen 
food which are covered with tightly sealed 
paper. Cardboard milk containers are made with 
much paraffine; quarter pounds of margarine 
may be wrapped in aluminum foil to prevent 
rancidity. 

Hermetical sealing of the outer wrap and tight 
stapling of the bag are used in some instances. 
In others, where circulation of air is desirable, 
perforated polyethelene bags are employed. 
When protection from oxidation is necessary, 
air may be removed from the container and 
nitrogen admitted to replace it. A longer shelf 
life and better retention of moisture, aroma, and 
flavor in coffee result when carbon dioxide re- 
places air in the container, One of the most 
recent innovations in packaging is the plastic 
shell for eggs. This is an unbreakable, trans- 
parent, bacteria-resistant polyethelene bag in 
which the individual opened egg is sealed and 
then refrigerated, and from which it can be 
easily removed or in which it may be cooked. 

It has been found that thermoplastic-coated 
cellophane wrappers which have been dusted 
with 2.5 to 5 grams of sorbic acid per one 
thousand square inch of paper will inhibit mold 
growth on cheese slices. This does not affect 
either taste or odor and the amount used has 
been judged harmless by the United States Food 
and Drug Administration. 

The practice of irradiating milk to add vita- 
min D is no longer followed and the anti- 
rachitic factor is added to milk in concentrated 
form, because it has been found that riboflavin 
is rapidly destroyed by exposure to either visible 
or ultraviolet rays. To prevent destruction of 
riboflavin in bottled milk by the penetration of 
destructive rays, brown glass is employed in 
many dairies. The question has been raised con- 
cerning the comparative value of different 
wrappers for bread in view of the fact that it is 
a good source of riboflavin. To date no evidence 
of superiority is available on this point. 
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DISTRIBUTION 


Modern methods of marketing contribute to 
the nutritive value of the American diet."* The 
national market for foods involves shipments 
over long distances and the shipping industry 
faces serious problems in supplying consuming 
centers with enough but not an excess of sup- 
plies which arrive in good condition. But these 
problems are not discussed here. 

Food transportation is conducted by ail, 
motor truck, and air transport although the last 
procedure is not now of great commercial im- 
portance and is limited largely to perishable 
products and those in demand at a considerable 
distance from their source. The motor truck 
plays a very important role in transporting many 
agricultural products; an extensive and im- 
proved highway system is vital to the trucking 
industry. The more bulky and stable commodi- 
ties are likely to be transported by rail, and rail 
transport has been speeded up with the intro- 
duction of the diesel-electric locomotive. Both 
refrigerated trucks and railway cars are im- 
portant in shipping perishable foods. Railway 
cars may be equipped with reverse-flow fans, 
which are activated by the rotation of the car 
wheels and can circulate cool air for the most 
perishable foods and warm air for those that 
need protection from the cold. Dry ice is used 
extensively in the shipment of fruit during 
warm, humid weather. 

The precooling of food before transportation 
is a practice which has recently been perfected. 
This serves two purposes: retarding the action 
of micro-organisms that cause spoilage, and 
slowing the ripening process which might 
otherwise go too far before the food reaches its 
destination, A new method of precooling by 
evaporating moisture under vacuum is in use 
in California by the lettuce growers who supply 
more than half of the commercial crop. The let- 
tuce is packed dry in the field in cardboard 
cartons and then subjected to a very high 
vacuum, with the result that the consumer is 

% Technology in Food Marketing, Agriculture Monograph 
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furnished with a superior product. 

Storage is of even greater importance in the 
case of fresh foods than of those which have 
been processed. The degree of ripeness, tem- 
perature, and humidity control problems vary 
with individual products. While most of the 
fresh produce should be stored at a humidity 
of 80 to 90 per cent, onions and nuts require 
only 70 per cent; and with dehydrated foods, 
the lower the humidity the better. Tomatoes 
picked in the mature-ripe stage are shipped and 
permitted to ripen at from 55°F. to 70°F., 
depending upon the probable market demand. 
The use of ethylene gas to de-green oranges 
while in storage appears to cause some loss in 
vitamins but only an insignificant amount. 

The retail distribution of food can be men- 
tioned only briefly, but some of the most im- 
portant changes are cited, Large supermarkets 
have shown a rapid growth and the self-service 
feature is coming into use even in the smaller 
stores. They afford many conveniences to the 
homemaker who tends to do her marketing in 
person once or twice a week. Prepackaged foods 
are a great convenience but many times the 
buyer is not able to examine them as carefully 
as she wishes. Informative labeling enables the 
consumer to select the product best suited to 
her needs, although too little use of this infor- 
mation is made by the average person. Grading 
of food may be done by a government agent, a 
producer, or a processer. Among the most com- 
monly graded foods are milk, meat, eggs, and 
butter; canned fruits and vegetables often have 
a letter or descriptive term on their labels to 
indicate quality. Nutritive value is seldom con- 
sidered in grading procedures. 

The modern store aims to furnish perishable 
foods in as fresh a condition as possible. Re- 
frigerated display cases, iced fruit and vegetable 
counters, and sprinkling devices are important 
means of preserving freshness. Since wilted and 
bruised fruits and vegetables lose a considerable 
part of their ascorbic acid content, the food 
purchaser profits by such procedures, 
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It is the homemaker’s responsibility to com- 
plete the chain of improved practices. She 
should refrigerate as promptly as possible after 
delivery all perishable foods. She should allow 
food to remain in a warm kitchen for only a 
brief time after it has been washed, pared, and 
cut in small pieces and she should not soak it 
in rater because ascorbic acid is rapidly lost 
upon exposure to oxygen and heat and is sol- 
uble in water. 

The following of certain cookery rules will 
result not only in more vitamin and mineral 
values being retained, but also in pleasing 
flavor, chewiness, and the retention of natural 
color. One should expose food to heat for as 
short a time as possible. It is well to use as 
little water as is necessary and to retain the 
liquid for use in soups and gravies. Soda should 
not be used, even though it may tend to aid in 
color retention and in taste and texture modifi- 
cation. Meat should be cooked at relatively low 
temperatures, whether roasted or stewed; this 
will make for a tender product and will reduce 
shrinkage. The temperature of fat used as a 
cooking medium should be kept below the 
“smoking” point. Proper cooking temperatures 
affect the digestibility of both meat and fat. 
While the healthy adult may not suffer from 
poor practices, young children and older people 
and those who are ill will profit from the exer- 
cise of the precautions listed. 

Research conducted by scientists has without 
question contributed greatly to the present good 
state of nutrition of people in this country and 
the increased life expectancy. However, there is 
still much to be accomplished, especially in con- 
nection with those disorders which either directly 
or indirectly are related to diet. These include, 
among others, obesity, tooth decay, constipa- 
tion, atherosclerosis, diabetes, and cancer. With 
the united efforts of the farmer, industry, the 
medical and dental professions, and the con- 
sumer, prospects seem bright for still greater 
improvements in the well-being of people. 
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The School Lunch as a Health Asset 


WILLA VAUGHN TINSLEY, Pu.D.* 
Lubbock, Texas 


Monpern public school food service is as far 
removed from the school lunch pail of the 
past as the up-to-date school plants mush- 
rooming throughout the nation are from the 
little red school house. The contents of the 
school child’s lunch is no longer determined by 
his mother in most cases; instead the noon meal 
is a matter of concern for the school, the state, 
and the nation. Today one out of every three 
children attending American schools eats in an 
organized school lunchroom and the number 
grows as does the consolidation movement. 
Moreover, the proportion is even higher among 
children in the lower grades, with participation 
dwindling among youth of high school age, 
particularly at the senior high level. 

School feeding is not a product of recent 
years, but only within the last two decades has 
it developed on a large scale for children of all 
income levels and become 3 nation-wide prac- 
tice, When government aid for school lunch 
programs was first established in the early 
1930's, unemployment was high, wages were 
low, and farmers were producing more com- 
modities than could be marketed. Some school 
lunch programs were organized to provide 
work for the unemployed as well as to provide 
food for children of families on relief, and to 
move food from the farms to consumers who 
needed food. Subsequent assistance of various 
types and in increasing amounts has not been 
limited to unemployed or low economic groups, 
although all contracts for federally supported 
school lunch programs specifically protect the 
school child who is unable to pay for his lunch. 

Only one of the original purposes for estab- 
lishing the federally aided school lunch ‘pro- 
grams has continued into the present—that of 
providing a market for farm surplus. The 
National School Lunch Act, passed by Congress 
in 1946, authorized the continuance of food as- 


* Dr. Tinsley is Dean of Home Economics at Texas 
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sistance in the form of both cash payments and 
donations of surplus commodities. The United 
States Department of Agriculture (the agency 
of the federal government designated to serve 
these functions) also furnishes technical as- 
sistance on food utilization and food manage- - 
ment problems to states and indirectly to local 
schools. 

It is not the purpose of this article to defend 
or condemn the government’s methods of trying 
to balance production, distribution, and con- 
sumption of farm products. Rather it is to show 
why the school lunch program and federal as- 
sistance for it are here to stay, and to suggest 
how the effectiveness of the program can be 
increased. As schools consolidate and more and 
more children are transported between their 
homes and the schools, as the number of moth- 
ers working outside their homes increases, and 
as crowded school plants operate on ever tighter 
schedules, there needs to be a clearer under- 
standing of the functions of a program that 
affects the well-being of over ten million chil- 
dren. 

It is important that we recognize the fact that 
different groups who are involved in the school 
lunch program are likely to have quite different 
objectives. The primary concern in the program 
will probably not be the same for professional 
politicians interested in retaining their jobs, for 
real statesmen, for economic advisers to the 
Congress, and for educators and school patrons. 
For the last mentioned group, the major ob- 
jective for school lunch programs is that they 
contribute to the well-being of children; and 
in the following pages, the author will attempt 
to point out what this implies and how it may 
be accomplished. 

The 1946 School Lunch Act, under which 
federally assisted school lunch programs oper- 
ate, showed concern for both the health of the 
nation’s children and the need for encouraging 
domestic consumption of nutritious agricultural 
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products. This Act designates state educational 
agencies as responsible for sponsoring school 
lunch programs in their respective states, and 
they in turn pass on this responsibility to local 
school officials or school boards. Hence it is 
possible to develop and maintain the types of 
school lunch programs which the individual 
communities decide will be best for their situa- 
tions. 


CHARACTERISTICS OF A GOOD SCHOOL 
LUNCH PROGRAM 


What should a school lunch program be like 
in order to make a maximum contribution to 
the well-being of children? Obviously, it must 
furnish nutritious foods which are carefully 
chosen to meet the dietary needs of children, 
properly prepared to retain their health-promot- 
ing nutrients, and presented ir such ways as to 
be consumed. But important as this function is, 
school lunchrooms need to be something more 
than filling stations, because the well-being of 
children depends upon more than physical 
health. 

Because the need for well-planned, well- 
prepared, and well-served meals has been so 
widely recognized in relation to the health of 
children, it seems more important at this time 
to consider some of the less frequently appraised 
aspects of the school lunch program. School 
administrators, teachers, parents, and children 
need to think of the school lunch as an integral 
part of the total educational program of the 
school and the community, and to understand 
how it can contribute to the development of 
children’s social, emotional, and moral growth. 
Fortunately, routines pertaining to food and to 
eating hold a natural interest for youngsters; but 
as a shrewd teacher remarked, “A successful 
fisherman learns early that when you fish, you 
bait your hook with what fish like to eat, not 
what you like to eat.” It should be obvious that 
to be successful the school lunch must appeal 
to the children who eat it. Once the right atmos- 
phere has been created in the school lunchroom, 
it is comparatively easy to take the steps neces- 
sary to capitalize upon its potentialities in the 
total development of children. 
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Changing food habits is frequently highly 
desirable. In a recent study in New York State 
(which included 645 homemakers) about half 
of them mentioned as a problem the fact that 
certain foods were seldom or never used in 
their family meals because some member of the 
family disliked them. In a similar study in Vir- 
ginia, a third of the urban and two-thirds of the 
rural homemakers reported foods which they did 
not serve their families because they would not 
eat them. In both studies, vegetables headed the 
rejected list. In too many schools, the children 
who eat in the school lunchroom merely con- 
tinue to follow the same deficiency patterns 
which prevail in the community or, in some 
cases, in the experience of inadequately trained 
school lunch personnel. Children continue to 
eat only the foods they “like” and do not en- 
large their scope of acceptance of a variety of 
foods from which they would be more likely to 
get a balanced diet. 

A summary of the responses from ten thous- 
and high school youth in one state showed that 
a third of them came to school without break- 
fast, and one of the reasons frequently reported 
was “there was no one to eat with.” We know 
that family patterns of eating have changed 
with altered social and economic conditions. 
“Family meals” in which all members were 
seated at the table at the same time to exchange 
experiences and to practice at least some sem- 
blance of ceremony appropriate to the family’s 
socioeconomic status may be only a nostalgic 
memory. 

One of the potential values in the school 
lunchroom is that there is always someone to 
“eat with.” And the effect of group influence is 
as potent in an eating situation as it is on the 
playground or in the classroom, Through capi- 
talizing on group influence, children can be 
encouraged to eat and enjoy the types of food 
most likely to support good nutrition. Those 
who follow the practices that are expected in 
the lunchroom tend to experience a feeling of 
satisfaction from having participated acceptably 
in group activity and having gained the approval 
of their peers and the school lunch personnel. 

In the process of improving food habits, it is 
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important that the teaching staff cooperates. For 
example, when children have learned to recog- 
nize and call by name a new food that is to be 
served in the lunchroom; when they can spell 
the name of the food and pronounce it; when 
they know where it is grown, how it is culti- 
vated, transported, stored, and processed; when 
they know how much it costs and what it can 
do for growing boys and girls; and when they 
have a chance to taste it before it is served for 
the first time—then eating it is likely to become 
a challenge and it is seldom rejected. Such a 
procedure may seem time-consuming and bother- 
some, but most of these experiences can be 
incorporated into the regular classwork and will 
pay big dividends, 

The school lunchroom can provide an en- 
vironment that is rich in opportunities to pro- 
mote social and emotional development ; and we 
should not leave to chance the desirable learn- 
ings which might take place. One supetvisor 
reported the thrilling results in one of her 
schools when classroom teachers and the lunch- 
room manager worked together. She emphasized 
the importance of having an administrator with 
imagination and an understanding of what the 
school lunch can contribute to the enrichment 
of the school’s total curriculum, and one who 
will provide educational material for every class- 
‘room and every pupil. She also pointed out how 
important it was for the director of the school 
lunch program to share the administrator's views 
and for her to be a person who was willing to 
work with the teachers in making plans and to 
permit them to be carried out in the lunch- 
room. This would involve the serving of nutri- 
tious meals, pleasing food service, and safe 
practices from the standpoint of sanitation—a 
problem which will be discussed later. The suc- 
cess of the program would be insured if the 
support of parents and pupils supplemented the 
efforts of the administration, the school lunch 
director, and the teachers. 

Schools have been underfinanced for the past 
several decades, during which time there has 
been the most rapid expansion of school lunch- 
rooms, Since there is always competition for 
funds, the older established functions of the 
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school program tend to be first to get financial 
support. School plants now being planned and 
built provide the physical facilities needed for 
operating effective school feeding in an en- 
couraging percentage of the cases, but it may 
be some time before other important provisions 
are made, For example, far too little considera- 
tion is given in many instances to sanitation. 
This is shown by the reports of outbreaks of 
disease attributed to contaminated food and 
drink served in school lunchrooms, and findings 
of surveys of school lunch practices. Among 
illnesses traced to insanitary practices are typhoid 
(resulting from a carrier employed in the 
school food service); Salmonella traced to left- 
over food contaminated by rodent droppings; 
and numerous cases of staphylococcal food 
poisoning resulting from lack of cleanliness, 
infected fingers handling food, and unsafe re- 
frigeration. Chemical food poisoning is fre- 
quently due to improper storage procedures, 
such as leaving fruit punches in galvanized con- 
tainers. 

Both food handlers engaged in preparing and 
serving the food and the youngsters themselves 
may contaminate the food served. All too prev- 
alent are such practices as inadequate dish- 
washing, lack of protection of displayed food 
from respiration droplet contamination, ex- 
ploring little fingers, unreliable refrigeration, 
and lack of rodent control. Deplorable as con- 
ditions are in many places, the wonder is that 
more illness is not traced to those potential 
causes. This may be because many factors are 
usually involved in the outbreaks that occur 
and no clear-cut cause and effect relationship can 
be established; and the reports are too incon- 
clusive to afford a basis for conclusions. 

It is encouraging to realize that investigations 
of sanitary conditions and practices have been 
stimulated by growing recognition of the im- 
portance of sanitation in keeping with the 
growth of the school lunch program and by 
the reports of the occurrence of food-borne 
diseases among school children. One such study, 
in 1954, explored not only practices pertaining 
to the sanitary handling and storage of food, 
but also sought to discover to what extent 
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school lunch experiences were utilized in teach- 
ing health education. A glaring example of in- 
sanitary practices is the failure to wash hands 
before eating. In more than a third of some 
eight hundred schools studied, washing hands 
was not required. Sometimes this situation re- 
sults from a lack of facilities for washing hands; 
sometimes the lunch period is so short that 
time is not allowed for it; sometimes school 
personnel and school patrons do not see the 
importance of clean hands before children eat 
and there is no insistence upon washing hands 
before eating. 

The physical body is a pretty tough organism, 
capable of multitudinous adjustments and indi- 
vidualized immunities. But one may well raise 
the question whether the social and emotivnal 
characteristics of children are as strong and 
resilient. Each of us can speed the day when 
school lunch programs make the contributions 
that they can, not only in feeding children but 
in helping them to develop into emotionally 
stable and socially adjusted individuals, Perhaps 
this can best be accomplished by discovering 
the answers to such questions as the following, 
with respect to the local school situation. 


Are the children being well fed by the school 
lunch? 

Is their health safeguarded by sanitary practices? 

Are they learning to be good “eaters,” good 
school citizens, and good consumers of a vital 
world commodity? 

Are they learning to get along with others, rather 
than following their natural inclinations to be 


self-centered ? 

Are they so aware of the preciousness of food 
that they will not willfully misuse or waste 
it? 

When we have found the answers to such 
questions, it may be that we can take justifiable 
pride in the local school lunch program and 
support it wholeheartedly. On the other hand, 
if the answers leave us with feelings of doubt 
and even fear, the solution will not lie in blam- 
ing someone else for the conditions that exist. 
Public schools are what the name implies, They 
belong to each of us individually; and it is up 
to us to go about the business of bringing about 
the needed changes that will make the school 
lunch program an integral part of the educa- 
tional system, in order that it may help promote 
the normal growth and development of chil- 
dren, 
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The Influence of Housing on Health 


M. ALLEN POND, Pu.D.* 
Office of the Secretary, U. $. Department of Health, Education, and Welfare 


Tue beginnings of modern organized public 
health are to be found in the determined efforts 
of such nineteenth century pioneers as South- 
wood Smith, Edwin Chadwick, Lemuel Shat- 
tuck, and Stephen Smith to improve the abom- 
inable living conditions of the poor. Through- 
out the past century, public attention has been 
repeatedly focused on the need to improve hous- 
ing quality as a condition precedent to the 
betterment of the public health. A great deal 
of legislation has been passed in the United 
States: the New York City tenement house laws 
of the post Civil War period (which were 
modernized at the turn of the century), the 
Veillier Model Housing Code of the 1920's, the 
United States Housing Act of 1937 and its later 
amendments, and scores of local housing ordi- 
nances adopted since the end of World War II. 
All have been based on the theory that safe and 
sanitary housing is essential to the public health. 

However, there actually is limited scientific 
evidence to support the broad belief that there 
is, in fact, an interdependent relationship be- 
tween housing quality and health. There have 
been creditable studies that have shown that 
people who live in good housing are, in the 
main, healthier than those who live in sub- 
standard dwellings. But, again, there is no really 
solid evidence of the degree to which housing 
per se is related to the status of community 
health. Poor housing is generally associated with 
poor health. Both are associated with low in- 
come, poor nutrition, crowding, and lack of 
education. This socio-economic complex makes 
it especially difficult to measure precisely neigh- 
borhood-wide (let alone community-wide) re- 
lationships between housing and health. 

That certain characteristics of unsatisfactory 
housing are associated with disease is easily 


* This article does not necessarily represent the official 
views of the Department of Health, Education, and Welfare 
on this subject. 
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documented. For example, unsafe water supply 
or improper sewage disposal are clearly asso- 
ciated with the occurrence of enteric disease. 
Dwellings that harbor anopheline mosquitoes 
are known to be foci of malaria. Inadequate 
means of egress or unsafe space-heating units 
have made far too many houses the family 
funeral pyre. Every day thousands of people in 
this country are the victims of accidents trace- 
able to environmental defects in the home. 

It is the purpose here to assess some of the 
evidence dealing with the relationship of hous- 
ing to health, and to review certain principles of 
housing design, construction, and occupancy that 
have significance from the standpoint of health 
and safety. 


RELATIONSHIP OF HOUSING QUALITY 
TO HEALTH 


It has been clearly demonstrated that housing 
conditions influence the incidence of communi- 
cable diseases and certain other diseases such as 
pneumonia. Moreover, there is a growing belief 
that many other physical ailments and mental 
illnesses are also related to housing, although as 
yet research has not produced clear-cut evidence. 

Communicable Diseases. There are a variety 
of respiratory diseases such as tuberculosis, in- 
fluenza, streptococcal infections, and certain 
childhood diseases like measles, mumps, and 
chicken pox which may be either air-borne or 
contact infections. The organisms involved are 
contained in nose and throat discharges; they 
may be contained in droplets or droplet nucleii, 
or on dust particles; and they are spread from 
person to person in the absence of a definite 
vector. 

Data collected during the National Health 
Survey of 1935-36 showed that children living 
in crowded dwellings (with more than one per- 
son per room) tended to have chicken pox, 
diphtheria, measles, and mumps at an earlier 
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age and the attack rate was higher, than for 
those living under less crowded conditions. 
Similar observations have been made in Great 
Britain. There is highly significant evidence of 
a strong association between tuberculosis inci- 
dence and mortality and certain aspects of hous- 
ing. There also seems to be a substantial increase 
of secondary cases of tuberculosis in households 
having more than 1.5 persons per room as com- 
pared with families having one or less persons 
per room. The pneumonia case rate for crowded 
households has also been shown to be sub- 
stantially higher than for non-crowded homes. 

There have been no important recent studies 
that shed light on the relationship between 
housing quality and attack rates for enteric 
diseases such as typhoid fever, dysentery, or 
diarrhea and enteritis. However, there is abun- 
dant evidence that the provision of safe running 
water in the household has been a major factor 
in eliminating typhoid fever as an important 
cause of death or disability. The mere presence 
of a public water supply under pressure in the 
home provides an important deterrent to the 
use of other—and potentially unsafe—drinking 
water. 

It has also been observed in England that 
there is a significant drop in the mortality rate 
for infants born into families who have moved 
from slums to satisfactory housing. Before-and- 
after studies of the health of American slum 
dwellers who have moved to satisfactory quar- 
ters, while not absolutely conclusive, tend to 
bear out British experience. 

A recent note from South Africa calls atten- 
tion to the immediate beneficial effect of better 
housing conditions on certain intestinal para- 
sitic infections, In the United States it has been 
frequently shown that mosquito-proofing of 
homes reduces malaria incidence. Indeed, experi- 
ence with household mosquito control, coupled 
with community-wide effort, tends to eliminate 
malaria as an important cause of disability in 
this country. 

Chronic Disease. The virtual conquest of epi- 
demic diseases in the United States has resulted 
in a gradual but significant extension of life 
expectancy. As the population ages—there are 
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now more than fourteen million Americans aged 
sixty-five and over—chronic diseases such as 
cancer, heart disease, arthritis, and metabolic 
diseases assume a much greater public health 
significance than was true a quarter of a cen- 
tury ago. 

In spite of these facts there has been, with 
the exception of tuberculosis, little scientific 
inquiry into the relationship between housing 
quality and specific chronic diseases. Such stud- 
ies would be likely to be very long and ex- 
pensive, especially in those instances in which 
the chronic disease process is long drawn out; 
however, they might well elicit interesting and 
valuable information, 

Mental Illness. The relationship of housing 
to mental health is exceedingly difficult to 
measure. Various studies of American draftees 
during World War II showed unusually high 
Army rejection rates for personality and other 
mental disorders among young men coming 
from slum areas. These studies, however, did 
not attempt to assess the influence of housing 
as a causative factor. Indeed, the precise effect 
of housing per se on mental health has not 
been demonstrated, 

Chapin has pointed out that there are physi- 
cal factors in housing that condition emotional 
and mental responses, and that it is desirable 
to create physical conditions in the dwelling 
that promote the normal growth of a mentally 
healthy individual. Separately, it has been shown 
that improved family housing conditions tend 
to reduce juvenile delinquency. 

Popular beliefs about the relationship of 
housing to mental health may well be stated 
in the words of Queen Juliana of the Nether- 
lands, who some years ago in an address in 
New York said, “There is absolutely no point in 
letting the world be run by nervous wrecks, 
Everybody should try to find a spot to be alone 
to concentrate and think of everything an adult 
and responsible person should think about. The 
result might be astonishing.” In this statement 
she summed up one of the obvious failures in 
much modern housing—the lack of space in 
which to develop a healthy personality. 

Accidents. Nearly thirty thousand Americans 
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each year lose their lives by home accidents 
and an unknown but much larger number are 
seriously disabled. Approximately half of the 
deaths and nearly two-thirds of the serious home 
accidents are caused by falls. Fatal accidental 
poisonings are frequent among children. 

There are, however, few clear-cut data to pin- 
point the relationship between housing quality 
and the occurrence of either fatal or seriously 
disabling accidents. For example, broken stair 
treads, lack of handrails in stairwells, or poorly 
lighted staircases obviously produce falls, Flak- 
ing, lead-base paint is clearly the cause of many 
cases of lead poisoning in children. The use of 
kerosene space heaters predisposes to home fires, 
many of which are fatal. Improperly adjusted 
and vented heating equipment produces* many 
deaths from gas poisoning each year. 

It is evident that there is real need for addi- 
tional epidemiological investigations of these 
and other home accidents, similar to the studies 
carried out at the University of Michigan in 
1951-52.? 


OVERCROWDING AND HEALTH 


Although crowding of living space is tech- 
nically not a question of housing construction 


or design, overcrowding is the present greatest 
single characteristic of poor housing conditions. 
The number of persons crowded into many 
urban dwelling units is almost beyond credence 
for the average citizen who lives comfortably. 
It is not uncommon to find three or more per- 
sons per habitable room in unit after unit of 
urban tenements, and overcrowding in rural 
slums is often equally serious. 

Various measures of crowding are used, The 
two most widely recorded in statutes, ordinances, 
and regulations involve either the cubic con- 
tent of air per person or the number of persons 
per room. 

Air volume standards have been in use 
longer, but these standards have one important 
defect: they do not adequately limit the number 
of persons who may sleep, cook, and eat in a 
single room. For example, if the standard calls 

* University of Michigan School of Public Health, In- 
vestigation and Application of Home Injury in Development 


of Prevention Procedures (February 1, 1952-January 31, 
1933), Ann Arbor: University of Michigan, 1953, 
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for a minimum of four hundred cubic feet for 
each adult and two hundred cubic feet for each 
child under twelve, a family of six (father, 
mother, and four small children) could occupy 
legally a single room dwelling 12 by 15 by 9 
feet (1620 cubic feet) with space to spare. 
Because of this basic defect in air volume 
standards, modern housing laws are beginning 
to use standards limiting the number of persons 
per habitable room. This type of standard has 
considerable epidemiological support since, as 
has been mentioned, it has been repeatedly 
demonstrated that high occupancy of rooms in- 
creases the hazard of spreading contagion. 


WHAT ARE THE CHARACTERISTICS OF 
HEALTHFUL HOUSING? 


The Committee on the Hygiene of Housing 
of the American Public Health Association has 
set forth a comprehensive series of principles of 
healthful housing.* These principles are grouped 
in four broad categories: (1) physiological 
needs, (2) psychological needs, (3) protection 
against contagion, and (4) protection against 
accident. Taken as guides to the elements of 
good housing, these principles may be used 
either by public officials concerned with the 
regulation of housing or by prospective buyers 
or tenants of existing dwellings or those to be 
built. 

Physiological Needs. Human physical needs 
are varied, but they include several environ- 
mental factors that are associated with shelter. 
These factors, of course, can neither be tidily 
separated nor easily grouped. 

For example, the air we breathe must be 
reasonably pure; however, if it is either too hot 
or too cold it can affect us adversely. Thus, in 
designing, building, or maintaining healthful 
housing, we must be concerned not only with 
the biological and chemical quality of the at- 
mosphere—indoors and in the community—but, 
also, with the provisions made for heating and 
ventilating the dwelling. 

One measure of the quality of housing, there- 
fore, involves the location with respect to 


8 Basic Principles of Healthful Housing, 2nd Edition, New 
York: American Public Health Association, 1954, 
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sources of noxious odors, chemical pollutants, 
or air-borne particles such as soot or dust. Under 
ordinary circumstances it is not economically 
feasible to design and build dwellings that can 
have pure inside air if the site itself is bathed 
in polluted air. 

The thermal environment of a dwelling is 
affected by its geographic location, physical ori- 
entation, design and layout, and its heating and 
ventilating systems. There is considerable scien- 
tific evidence of the adverse physiological effects 
on man of chilling and overheating. In any 
event, housing to be healthful should provide 
adequate protection against the elements, and 
against high and low temperatures. In the sum- 
mertime cross-ventilation is essential unless the 
dwelling is air-conditioned. For winter condi- 
tions, the heating system in American homes 
should be adequate to maintain a temperature of 
70°F. at knee-height (eighteen inches from the 
floor) during minimum outside temperatures. 
The objective, of course, can best be accom- 
plished by a central heating system, which has 
the added advantage of being less of a fire 
hazard than individual space heaters. 

Another physiological need is for adequate 
lighting, both natural and artificial. Basic stand- 
ards for natural illumination, based on outdoor 
conditions and varying throughout the geo- 
graphic areas of the United States, call for every 
habitable room to have sufficient daylight for 
the performance of normal household tasks on 
clear days throughout the seasons. The size and 
location of windows bear importantly on the 
amount of daylight and of sunlight entering the 
room. They are important also as they relate to 
glare, which may produce eyestrain. 

The needs for artificial illumination are 
based upon considerations of safety, eye health, 
and physical fatigue. Standards for artificial 
light are based on a considerable body of scien- 
tific evidence. From the standpoint of safety 
there must be a minimum of five foot candles 
of well diffused light in halls, stairwells, and 
other passageways, For the upper levels of 
light intensity, it must be borne in mind that the 
critical level of light intensity is that beyond 
which there is no improvement in visual effi- 
ciency. From a purely practical standpoint, there 
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should be good general illumination and suffi- 
cient wall outlets to permit the installation of 
local lighting fixtures for specialized tasks. Glare 
and sharp contrasts in intensities of illumina- 
tion are to be avoided. 

Excessive noise commonly causes fatigue and 
interferes not only with rest, but with efficient 
work. It is, also, a frequently reported source 
of annoyance among residents of multiple- 
family structures. The principal source of exces- 
sive noise is from outside the dwelling itself, 
but faulty design and construction may be im- 
portant factors in perpetuating undue noise. 
Inside sources of noise, especially in multiple- 
family houses, can be significant. 

Sites for new dwellings should be selected so 
as to avoid, as far as possible, serious outside 
sources of noise such as airports, factories, rail- 
roads, and heavily travelled highways. Noise 
control in buildings can be effected by appro- 
ptiate design which will isolate noise sources or 
block the passage of sound by the use of sound- 
absorbing materials (including heavy construc- 
tion) and by proper use of furnishings to cut 
dewn vibration and the structural transmission 
of noise. 

Although there is some disagreement among 
authorities as to the relationship between health 
and physical exercise, it is obvious that children 
and young adults are going to continue to exer- 
cise in one form or another. The need for out- 
door play space within easy reach of the dwell- 
ing is, therefore, apparent. Multi-family struc- 
tures should be in close proximity to safe and 
easily accessible fenced play lots for small chil- 
dren, and appropriate playgrounds for those 
who are older. With detached, semi-detached, or 
row houses, outdoor space for play is ordinarily 
easy to provide. Dwellings that lack play space 
are, in fact, usually considered to be substandard. 

Psychological Needs. The point has already 
been made that no precise relationship has been 
established between housing quality and mental 
health, This should be borne in mind as we 
discuss the psychological needs of man as they 
relate to housing. 

Each dwelling serves a multiplicity of pur- 
poses. It not only provides shelter, but it is the 
focus of family life, and as such must provide 
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the family with opportunity to be isolated from 
the community and the neighbors. It is a work- 
shop for the housewife, playground and study 
hall for the children, and principal recreational 
center for all members of the family, It is a 
haven for the sick, a retreat for the elderly. 
Most people, in fact, spend the largest part of 
their lives within the confines of their homes. 
Ideally, the dwelling thus should provide 
privacy for individual members of the family. 
Small wonder that public opinion holds that the 
quality of housing affects mental and emotional 
health! 

Man is generally a gregarious animal and 
needs access to community life. It is important, 
therefore, that his dwelling be situated within 
easy reach of churches, schools, recreational fa- 
cilities, and other public places where organized 
community activities are carried on. Ideally, the 
housing site should be apart from noisy and 
other undesirable places of amusement, and pro- 
tected from industrial and commercial establish- 
ments. A substandard environment, including 
land crowding and serious intermixture of land 
use is not conducive to health, particularly of 
children. This dictates the need for adoption 
and careful application of sound zoning laws. 

The layout of the dwelling and its equipment 
are of major concern to the housewife. Proper 
arrangements and equipment can prevent un- 
necessary fatigue and thereby promote family 
tranquility, For example, energy can be con- 
served if there is sufficient space around furni- 
ture so that it does not have to be moved for 
ordinary cleaning. Easily accessible storage space 
also helps prevent fatigue in the housekeeper. 

Normal family living requires adequate space 
within the dwelling unit, and opportunity for 
individual privacy. Mention has been made of 
the need to insulate the dwelling units from 
excessive noise. There is equal need for children 
to be permitted to make noise; and the location, 
layout, construction, and furnishing of the 
dwelling unit should be such as to allow normal 
play activities without disturbing neighbors. 
Studies made by the Committee on the Hygiene 
of Housing indicate that a minimum of 400 
square feet of floor space for one person, 750 
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for two, 1000 for three, and 1150 for four per- 
sons is needed for proper functional use of 
furniture, storage, and the carrying out of 
normal household activities. There is obvious 
need in every community, and especially in the 
large new developments, for dwelling units of 
varying sizes and numbers of rooms to accom- 
modate young families, large families, older 
couples, and the so-called average families. 

Protection Against Contagion. There are 
many firm epidemiological bases for housing 
standards aimed at preventing the spread of 
communicable diseases. The role of a safe water 
supply and sanitary disposal of sewage in pre- 
venting typhoid and other enteric infections 
has already been discussed, 

The elements that should be considered in 
providing sanitary housing include site condi- 
tions, water supply, sewage disposal, waste stor- 
age, insect and rodent control, and provisions 
for food storage and preparation. Improperly 
planned, these factors are significant in the 
spread of many communicable diseases. 

In modern America there is little excuse for 
not having a safe water supply piped under 
pressure to each dwelling unit. In urban areas 
and most small communities public water sup- 
plies which are approved by health authorities 
are widely available and are the first choice for 
domestic use. Where there is ao public water 
supply, it is generally possible at relatively little 
expense to develop safe individual supplies. Hot 
water under pressure is not absolutely essential ; 
but it is most desirable in promoting general 
cleanliness, which is closely associated with 
health. 

Equally important is the disposal of body 
wastes so as to prevent contamination of water 
or food supplies. In most communities this is 
done through public sewerage systems. Where 
it exists, each dwelling unit should have its own 
toilet facilities connected to such a system. 
Where there is no public sewer, safe alternative 
methods such as cesspools, septic tanks, or other 
subsurface disposal systems should be used. 
Plumbing installations should be designed to 
avoid cross-connections with water lines. In 
some rural areas, sanitary privies may be the 
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only feasible means of sewage disposal, but they 
should be properly built with due regard for 
drainage. 

The control of insect or rodent vectors of 
disease involves proper storage and disposal of 
garbage and other refuse, screening of doors 
and windows, and elimination of rat harborages. 
There are wide geographic variations in the inci- 
dence of diseases spread by insects and rodents. 
It is necessary, therefore, to take local experi- 
ence and conditions into account with respect to 
vermin-proofing dwellings. Everywhere, how- 
ever, there is need to provide for the proper 
storage and disposal of refuse. 

Perishable foods can be sources of disease or 
food poisoning. Unless properly cooled, they 
become important hazards to health. Hence, each 
household, as a minimum, needs an ice chest or 
refrigerator. These should be capable of main- 
taining temperatures of 50°F, (preferably 
40°F.) or below. 

Easily cleanable working surfaces in the 
kitchen are also important in preventing food 
contamination. As yet there are no generally 
accepted standards for such space. 

Protection Against Accidents. Most serious 
home accidents are caused by falls, or are the 
result of fire, electrical shocks, burns, or gas 
poisoning. Although not strictly caused by home 
accidents, pedestrian deaths and injuries in 
densely crowded areas indicate the need for 
careful control of traffic in residential neighbor- 
hoods. 

Although the collapse of dwellings and in- 
juries attendant thereon are rare, one of the 
basic principles of healthful housing dictates, of 
course, that occupied structures be structurally 
safe. Over the years, especially in urban areas, 
adoption and rigid enforcement of building 
codes has virtually eliminated structurally unsafe 
dwellings. Despite this record of achievement, 
there must be constant vigilance to assure that 
new houses and those being remodeled are 
structurally safe, Furthermore, in many rural 
areas there is need for modern building codes, 
energetically enforced. 

Loss of life from conflagration is relatively 
infrequent. Occupants of modern dwellings are 


May, 1957 


MARRIAGE AND FAMILY LIVING 


most frequently burned by localized flash fires 
from improperly operating kitchen or heating 
equipment. In multiple-family structures, it is 
essential that the structure be fire-resistant and 
that adequate means of egress be available. In 
most urban communities, fire prevention au- 
thorities have been effective in raising the stand- 
ards for fire safety in dwellings. 

Among all types of home accidents, falls are 
the most frequent cause of disability or death. 
Special attention to lighting arrangements, to 
properly designed stairwells, to non-skid floors, 
and to bathtub design has been shown to reduce 
the hazard of falls. In designing and equipping 
dwellings which are to be occupied by children 
or by old people, special precautions must be 
taken in this regard. 

Modern electrical codes provide the best 
guides on installation of electrical equipment 
which is safe to use. It is not only important, 
however, to have properly installed equipment 
but there needs to be better understanding by the 
public of the hazards of overloading otherwise 
satisfactory electrical systems, 

Improper storage of poisonous substances re- 
sults each year in considerable chronic disability 
and a large number of fatal accidental poison- 
ings. Provision should be made in every house- 
hold to have storage space for liquid and solid 
poisons so that they will be inaccessible to chil- 
dren. 

There is accumulating evidence of the haz- 
ards of improperly ventilated gas-burning appli- 
ances. Improper adjustment and maintenance 
contribute heavily to the latter hazard. 


SUMMARY 


Although the scientific bases for evaluating 
the relationship of housing to health are quite 
insecure, there is ample evidence that well de- 
signed housing can and does eliminate many 
specific health and accident hazards. One of the 
real needs in this country is for additional scien- 
tific inquiries into the relationship of housing 
to mental health and to chronic disease gener- 
ally. The need for such studies is by no means 
academic if in the years ahead advantage is to 
be taken of the findings of medical research. 
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Programs Making Adequate Medical Care 
Available to More People 


CONRAD M. BARNES, M.D.* 
Seneca, Kansas 


THE family physician plays an important role 
in safeguarding the health of the various family 
members during successive stages of their lives. 
He utilizes his scientific training in immunizing, 
diagnosing, and treating the ailments that beset 
family members; and he helps them underst:nd 
life and points the way to healthy, happy living 
in terms of good mental health, To be able to 
do this, he must know the family well over a 
long period, , 

He can play an important part in the educa- 
tion of young people for marriage, and he often 
does. He may offer premarital counseling and 
early marriage advice to husbands and wives 
so that they will be better able to understand 
how and why love endures; and he is in a 
position to help marriage partners make the 
necessary adjustments during pregnancy and 
childbirth and in developing a new pattern of 
life as parents. The more complex society be- 
comes, the more people need the counsel of a 
family doctor who exemplifies integrity in his 
own life and has a sympathetic understanding 
of his patients’ problems, as well as scientific 
knowledge. Good relationships between physi- 
cians and their patients must be built on this 
basis; and doctors are deeply interested in im- 
proving this relationship because they realize 
how great a part transference plays in the art 
of medicine, and how important it is to inspire 
the faith of their patients. 

How many American families have a family 
physician ? The answer is not clear. A recent sur- 
vey? reports that 80 per cent of the families had 
family doctors, according to the answers given 
by the people surveyed; but this seems out of 

* Dr. Barnes is a past president of the Kansas Medical 
Society and he is currently president of the Kansas chapter of 
the American Academy fo General Practice. 

* Ben Gaffin and Associates, Inc., ‘What Americans Think 


of the Medical Profession,”” Public Opinion Survey made 
for the American Medical Association, February 8, 1956. 
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line with the facts shown by physicians’ records. 
It is probable that the majority of the respond- 


“ents answered affirmatively if they consulted doc- 


tors. Other surveys indicate that fewer than a 
fourth of American families have personal phy- 
sicians to whom they have gone over a con- 
siderable period of time and who have office 
records on file for them. One of the main 
reasons why it is important to have a personal 
physician is that he has the patient's whole 
record available; and often knowing the entire 
story rather than just the immediate situation 
may be crucial in case of a sudden serious 
emergency or an unusual type of disturbance. 
As a matter of fact, the belief grows that it is 
wise to have a complete periodic health exami- 
nation from the standpoint of prevention. 


THE RISE OF THE SPECIALIST 

In the beginning of the history of medicine, 
all doctors were general practitioners who 
treated “‘the skin and its contents.” When 
laboratories and research came into being, a less 
empirical and more scientific approach de- 
veloped, and the time came when it was im- 
possible for one doctor to keep up with all the 
new advances. Then the age of specialization 
was born. The general physician continued to 
care for most of those who were ill, but the 
specialist could be called in when needed and 
he was of invaluable assistance. 

Then an unfortunate trend appeared which 
had serious results. Too many general practi- 
tioners decided to become specialists; and too 
many medical students received their medical 
degrees, not as doctors of “whole people” but 
as doctors who dealt only with specific fields of 
medicine. By 1940, only about 10 per cent of 
medical students planned to enter general prac- 
tice when they completed their medical train- 
ing. Specialists outnumbered the generalists on 
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hospital staffs; the general practitioner was 
often denied the right to perform surgery and 
to engage in many medical procedures for which 
he had proved himself to be adequately quali- 
fied. It had been found that in only about 15 
per cent of the cases of illness were the services 
of a specialist necessary. The prestige of the 
family doctor diminished and people lost confi- 
dence in him, 

The average person failed to realize that an 
important part of the family doctor's job is to 
choose the properly qualified specialist when his 
services are needed, Self-diagnosis on the part 
of the patient may cause him to consult the 
wrong specialist and valuable time may be lost 
before the right one is located, not to mention 
the added cost. Moreover, when people place 
their faith only in specialists they fail to recog- 
nize that many highly trained specialists do 
not fulfill the duties or assume the responsibili- 
ties of the general practitioner; they are not 
likely to know the person's entire medical his- 
tory and to see his immediate illness in the 
setting of his family. 

Before long, family doctors were in short 
supply because too few medical students were 
entering general practice—far too few of them 
in proportion to the number who planned to 
specialize. Families were having difficulty in 
finding doctors who were willing to make house 
calls; and in some communities it was extremely 
difficult to get a doctor to come to their homes 
in the middle of the night, no matter how seri- 
ous the emergency. 


A REVERSING TREND 


Significant changes have taken place during 
the past decade, as a result of the awakening to 
the need by practicing physicians, lay people, 
and those in charge of the medical schools of 
the country. Instead of only one medical stu- 
dent in ten preparing to go into general prac- 
tice, now six out of ten are doing so in the 
country as a whole and nine out of ten at the 
University of Kansas Medical School (which 
has been at the forefront in the program empha- 
sizing the training of general practitioners). 
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Some explanation is needed for one to under- 
stand what has been happening in Kansas. 
When Franklin D, Murphy, himself a physician, 
became Chancellor of the University, he found 
lack of cooperation between the doctors in the 
state, the public, the Medical School of the Uni- 
versity, and the legislature. He promptly at- 
tacked the problem and soon had the support of 
the Kansas Medical Society. With the help of 
these physicians, he developed a three-point 
program? which involved the cooperation of 
the legislature, the medical school, the doctors, 
and the people of the state. Point 1 dealt with 
the problem of providing more qualified doc- 
tors; Point 2 dealt with the problem of seeing 
that doctors would go where they were needed ; 
and Point 3 dealt with the problem of keeping 
them there and providing them with postgradu- 
ate training without their leaving the rural 
areas where they were so badly needed. 

The Kansas legislature, under the leadership 
of Frank Carlson who was then governor (and 
is now a United States senator), appropriated 
almost four million dollars for the physical ex- 
pansion and implementation of the “Kansas 
Rural Health Plan.” Now all of the buildings 
provided for in the bill have been built and 
still others are under construction. The progress 
of this plan was reported by Dean W. Clarke 
Wescoe of the University Medical School in 
February, 1953, in the Journal of the Kansas 
Medical Society.* 

In its Rural Health Program, Kansas has set 
the pace for the nation in developing a pro- 
gram which will lead to better medical care; 
today it is the leading state in the size of its 
Medical Postgraduate Training Program and in 
its preceptorship program. 


THE PRECEPTORSHIP PROGRAM 


The preceptorship program which is offered 
in various medical schools was an outgrowth 
of the national Rural Health Conferences or- 
ganized by the American Medical Association 

3 Franklin D. Murphy, ‘Medical Care in Rural Kansas, 
the Problem and its Proposed Solution,” Journal of the 


Kansas Medical Society (November, 1948), pp. 472-488. 
* "Your School of Medicine, A Progress Report,’ pp, 1-4. 


161 





about a decade ago. The program in Kansas has 
been developed jointly by the Kansas Medical 
Society and the University School of Medicine, 
and it is already paying dividends in improved 
medical service in the rural areas of the state. 
It welds together medical practice, postgraduate 
medical training, and the education of prospec- 
tive doctors. While participating in the prograrn, 
the student, the professor, and the practitioner 
work and learn together. It completes the previ- 
ously unfinished cycle of medical education, in 
somewhat the same way that a period of student 
teaching of a month or more in a small town 
supplements classroom instruction in the educa- 
tion of public school teachers, During this time 
the prospective teachers share the teaching and 
other responsibilities of the local teacher and 
participate in the life of the community. 

The preceptorship program gives the medical 
student firsthand experience in a “medical way 
of life.” And he needs this very much because 
the highly specialized and organized form of 
group practice he encounters in the medical 
center often makes him feel that he is a very 
small unit in an impersonal machine which 
grinds out diagnoses and treatments, He needs to 
get the feeling of living with and helping pa- 
tients on a personal basis, and to realize that 
they want help, not just a diagnosis. 

The committee which operates the preceptor- 
ship program in Kansas is composed of mem- 
bers of the faculty of the medical school and a 
practicing physician who is serving as a pre- 
ceptor and is oc has been a member of the state 
Medical Society's Committee on Rural Health. 
To qualify as a preceptor, a doctor must be a 
member of a medical society and live in a town 
of less than 2,500 population; and he must be 
in private practice, not a member of a clinic. 
Nominated by either the medical society or the 
medical school, he must be approved by both 
before his appointment by the medical school. 

At the present time the student spends six 
weeks with the preceptor and this seems to give 
optimum results, although various time-intervals 
have been tried. No student can qualify for the 
degree of Doctor of Medicine at the University 
of Kansas until he has had this experience and 
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his work has been evaluated by the preceptor. 
Both junior and senior students take part in this 
plan, and when they return to the campus, they 
report to the dean of the medical school upon 
their experiences and give him an evaluation of 
the preceptor’s ability as a general practitioner 
in action, 

This experience introduces students to a rural 
practice, it gives them an opportunity to see 
patients in their home environment, and it gives 
them a basis for deciding whether or not they 
want to enter rural practice. While working 
under the supervision of the general practi- 
tioner, the student is given responsibility for 
patient care in the office, on house calls, and 
in the local hospital. He assists in obstetrical 
work and surgery and participates in the civic 
and social life of the preceptor and his family, 
attending church and service clubs and other 
recreational activities, He and his preceptor con- 
sult on medical and medical-economic problems 
and attend local county medical and hospital 
staff meetings. 

The student is not paid any salary, but he 
receives his maintenance from the preceptor, 
which amounts to between two and three hun- 
dred dollars, Although it is not mandatory, he 
usually lives in the preceptor’s home, as an 
“adopted” member of the family. This is an 
enriching experience for all concerned, and gives 
the student an opportunity to decide whether he 
would want his family to live as the preceptor's 
family does, or what he would want to do dif- 
ferently. Frequently, his wife or sweetheart is 
invited for a visit in the preceptor’s home dur- 
ing the last few days of his stay so that she 
learns something about the life of a doctor's 
wife. The pride and confidence with which the 
student shows her around the town and the 
countryside is proof enough that favorable atti- 
tudes have been established. As a wise philoso- 
pher once said, “attitudes are more important 
than facts.” 

The program has definite guidance value 
because it tends to channel into general practice 
those men who will derive satisfaction from it, 
and to prevent those who do not feel so in- 
clined from attempting it. Since the majority of 
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students in medical schools come into contact 
only with specialists and group practice, it is 
important that they at least get a look at the 
other kind of medical practice, whether or not 
they choose it. 

Everyone seems to profit from the preceptor- 
ship program. Patients get better care because 
more medical service is available to the com- 
munity. General practitioners and the staff of 
the medical school realize that when patients 
receive adequate medical care they are less likely 
to advocate extreme forms of socialized medi- 
cine, It promotes good public relations because 
it helps to remove pressure from local and state 
authorities for more adequate medical care; and 
because of the increased benefits to the com- 
munities of the state, there is a better under- 
standing between the medical school and the 
legislature. 

Inter-professional relations are improved be- 
cause, the preceptor is included in the program 
of medical education—he is a member of the 
faculty of the medical school. As a result of 
this, he tends to become a better doctor himself. 
Since he now works with the specialist, mutual 
understanding and respect are increased. Like- 
wise the student who elects to become a special- 
ist rather than a general practitioner is more 
aware of the importance of the patient's home 
environment and of treating him as a whole 
organism than he might otherwise be; and he 
has a greater respect for the family doctor. 

The preceptor feels honored by his medical 
brothers to be selected to serve in this way; he 
feels that he is paying back some of the debt 
he owes the state for his own education. There 
is no financial pay equivalent to the honor 
bestowed by the preceptor who, in true Hippo- 
cratean reverence, “honors as his father, the man 
who teachers him his art.” 

It should be clear that the preceptorship pro- 
gram is not planned to depreciate the specialist, 
but to get the right man in the right place and 
to help general practitioners and specialists to 
help each other. Moreover, vacant areas, where 
physicians were sadly lacking, are being sup- 
plied with doctors, Perhaps before long urban 
communities will have similar programs, be- 
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cause well qualified general practitioners are 
needed as much in cities as in rural communi- 


ties. 


ORGANIZATION OF THE AMERICAN ACADEMY 
OF GENERAL PRACTICE 

In June, 1947, a small group of family doc- 
tors met in Atlantic City and organized the 
American Academy of General Practice in an 
effort to counteract the maldistribution of medi- 
cal services, which was becoming increasingly 
apparent. They realized that if the general prac- 
titioner was to be preserved, he must himself 
re-establish his status on a different basis. They 
set up the following goals: 

1, To promote and maintain the highest stand- 
ards of general practice, 

2. To encourage medical students to become 
qualified family doctors, 

3. To preserve the general practitioner's right to 
practice medicine to the full extent of his abil- 
ity, 

; Te provide postgraduate training opportuni- 
ties for the family doctor, 

. To advance the sicence of medicine and the 
nation’s health and welfare. 


This new organization formulated rigid quali- 
fications for membership and required 150 hours 
of accredited study every three years, if a doctor 
was to retain his membership. This was the 
first time that a medical association had re- 
quired postgraduate work of its members. 

The February, 1955, issue of the Reader's 
Digest contained an article on the Academy by 
Paul de Kruif, and within the ext four months 
seventy thousand letters of inquiry were received 
at the Academy's headquarters in Kansas City. 
The questions most frequently asked were, 
“Where can I get a family doctor?” and, “Is 
my doctor a member of the American Academy 
of General Practice?’ This was convincing evi- 
dence of the need that was felt by large num- 
bers of people to obtain a well trained family 
doctor. 

The main purpose of the program of post- 
graduate training is to help members become 
better family doctors; it is not an attempt to 
make the the general practitioner over into a 
sort of hybrid pseudo-specialist. Long-range 
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plans determine the policies of the Academy, 
which has a continuing public relations pro- 
gram and is constantly working to provide more 
families with physicians. Their work is bearing 
fruit, as will be pointed out in some detail later 
on. 


DEVELOPMENT OF A POSTGRADUATE STUDY 
PROGRAM 

One of the most significant procedures de- 
veloped by the American Academy of General 
Practice is the Postgraduate Study Program, 
which makes it possible for the general prac- 
titioner to keep up to date without having to 
leave his practice. To meet the requirements set 
up for continuing membership in the AAGP, a 
doctor must earn at least 50 out of the 150 
hours of credit within a three-year period in 
what is termed Category I. The rest may be 
earned in Category II. 

Category I includes the following types of 
experiences: (1) postgraduate courses offered 
by accredited medical schools; (2) special 
courses sponsored* by the AAGP or its state 
chapters or a medical school administrator who 
has been approved in advance by the regional 
adviser of the Commission on Education; (3) 
attendance at the Annual Scientific Assemblies 
of the AAGP or of state chapters (if approved 
in advance by the regional adviser) ; and (4) 
the publication of an article in a state or na- 
tional medical journal or the presentation of a 
paper to a medical audience at the county level 
or above, or the preparation of a scientific ex- 
hibit at a medical meeting at the state level or 
above. It is also possible to earn credit by teach- 
ing students in a medical school. 

Category II includes attendance at the scien- 
tific meetings of the American Medical Associ- 
ation and of the local and state medical societies, 
scientific conferences of the hospital staff, post- 
graduate seminars and assemblies not listed in 
Category I; and attendance at sessions of more 


*Sponsorship is defined as taking an active part and 
having an AAPG member on the program committee of the 
course being offered; and this member must be on the pro- 
gram or the education committee of the national, regional, 
state, or local chapter. Sponsorship should not be confused 
with mere endorsement or approval of the course. 
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than thirty other scientific organizations of spe- 
cialized groups (such as the American College 
of Surgeons and the American Heart Associa- 
tion), regional and international organizations, 
and the United States Public Health Service. 

There are still other ways of earning Category 
II credit. For example, one medical school has 
for more than a decade offered a postgraduate 
course in surgery for general practitioners, cov- 
ering several days of intensive work which in- 
cludes clinics, ward observation, and Jectures on 
newer aspects of surgical treatment. Another ex- 
ample is the one-year home study course on 
electrocardiography which is offered by the Uni- 
versity of Southern California in fifty-two 
weekly lessons, At times nation-wide closed 
circuit television programs are offered to doctors 
in many cities. 

Another service to members is making avail- 
able to them ahstracts of the lectures, clinic dis- 
cussions, symposia, and illustrations of the ex- 
hibits presented at Scientific Assemblies of the 
AAGP. 


COMMUNITY RESPONSIBILITIES FOR 
MEDICAL CARE 


People in increasing numbers of communi- 
ties are accepting their responsibilities as mem- 
bers of the team to improve medical care. They 
are providing office buildings and hospitals for 
the newly graduated physicians who want to 
become family doctors outside the large cities. 
The part of the responsible citizenry is de- 
picted in “Kansas Answers Socialized Medicine” 
which appeared in Coronet Magazine in Sep- 
tember, 1949. 

In many states, community efforts to provide 
medical facilities have resulted in bringing com- 
petent doctors into the area, Contacts and com- 
munications between communities needing doc- 
tors and the doctors prepared for service are 
facilitated by placement bureaus operated by 
medical schools and by medical societies. 

Improved relationships between specialists 
and general practitioners will result from a de- 
cision reached in December, 1955, by the House 
of Delegates of the American Medical Associ- 
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ation. It urged all medical schools to organize 
departments of general practice and it also 
urged all community and general hospitals to 
give proper recognition to competent general 
practitioners, in keeping with their merit and 
demonstrated ability. This is a step in the right 
direction; but it may not be carried out effec- 
tively for some time, because certain obstacles 
have to be overcome. However, the majority of 
the eighty-two approved medical schools are 
operating programs designed to interest in and 
prepare students for a career in general prac- 
tice. Included are a department of general prac- 
tice, general practice clinics, home care pro- 
grams, and preceptorship programs. All of these 
programs utilize interested and well quaiified 
general practitioners as instructors. 

A new development in community health fa- 
cilities is exemplified in the Hunterdon Medical 
Center which is located in a county of forty 
thousand people in New Jersey. It was com- 
pleted in 1953, and after three years of opera- 
tion it is probably the most modern and real- 
istic consummation of present-day ideals in 
medical care. For those interested in community 
hospitals, the trials and errors in the planning 
and operating of the hospital are set down in 
chronological order by Ray E. Trussell. This 
hospital center is associated with the Medical 
School of New York University, but the resident 
physicians and the doctors in the vicinity who 
use its facilities are all general practitioners. 
The University acts in a supervisory, consulta- 
tive, and specialists-technique capacity. The pat- 
tern of this institution could be followed by 
many rural communities since the development 
of turnpike systems of roads and air service. 
Such a plan gives patients all of the advantages 
of expert consultation and supervision, without 
sacrificing the personal relationship between 
them and their family physician. Even house calls 
are not neglected in this set-up; and interns and 
residents are given excellent training in the 
practice of medicine. 

The Hunterdon Medical Center should be 


5 Hunterdon Medical Center, A Commonwealth Fund 
Book, Cambridge: Harvard University Press, 1956. 
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studied by the administrator of every medical 
school because it offers a possible solution to 
two acute problems faced today. It illustrates 
how a rural hospital can be directly associated 
with a large university, and it represents a 
formula for rural community medical service 
wherein patients remain under the care of their 
family physicians at the same time that they 
have the guidance of a full-time specialist staff. 
This new type of medical service will probably 
set the pattern for many communities in the 
years to come. 


Wuat Does THE Future HoLp? 


In September, 1956, the new Headquarters 
Building of the American Academy of General 
Practice was dedicated in Kansas City, Missouri, 
just a short distance from the University of 
Kansas Medical Center. It is a testimony to the 
Academy's faith in the family physicians of 
America, According to Dwight H. Murray, 
president of the American Medical Association 
and a member of the American Academy of 
General Practice, many medical schools are re- 
vising their curriculums so that they can give 
students a more rounded and coordinated prepa- 
ration for the practice of medicine. Dr. Mur- 
ray emphasized the need for a close relationship 
between doctor and patient and for finding a 
way to combine modern scientific methods with 
the personal, friendly touch of the old-time 
family doctor. He has faith that doctors and pa- 
tients working together, learning about each 
others’ problems, will move ahead into a 
“golden era” of progress in medicine as in 
other aspects of American life, if we protect 
and preserve the atmosphere of freedom, initi- 
ative, and cooperative effort that is our heritage. 

Having attained in the past half century the 
dignity and stature that accompany maturity, 
and aware of the fact that he has a “first-class” 
service to offer humanity, the family doctor 
seeks new horizons and new ways to serve the 
nation’s welfare and the happiness of the 
American family. 

*Ralph A. Johnson, ‘‘Doctors of Medicine, Pirst-Class,”’ 


Journal of the American Academy of General Practica (Sep- 
tember, 1956), pp. 159-160. 


165 





How Families Meet the Costs of Hospitalization 
and Medical Care 


HARRY A. BECKER* 
Chicago, Illinois 


A NEW method of financing the costs of 
health care has been introduced into this coun- 
try and it has already had a far-reaching impact 
upon family economics and security. It is rapidly 
bringing the American family to the threshold 
of an era in which health care will become, in 
all probability, the most rapidly expanding com- 
ponent of our everyday standards of living. This 
is the voluntary prepayment plan for meeting 
the costs of illness, 

In comparison with other important sectors of 
our economy, health services have been under- 
financed since the advent of scientific medicine. 
This has been especially true in the case of those 
services which advancing technology has made 
available for the early detection and accurate 
diagnosis of disease and for treatment and re- 
habilitation. 

Underfinancing has retarded the expansion 
and use of the entire spectrum of health services. 
If people were as well informed on the value of 
periodic screening for cancer as they are on the 
role of polio vaccine in reducing the incidence 
of that disease, the number of deaths from can- 
cer would be materially reduced. The develop- 
ment of mental hygiene services has been hin- 
dered by inadequate financial support—not only 
for the services, but for educating the public to 
use them. The same situation exists with respect 
to rehabilitation services (including social case- 
work). 

Adequate financing of health care cannot be 
expected until the public understands the po- 
tential role of scientific medicine in making pos- 
sible happier and more useful lives. Therefore, 
health education and methods of financing 
health care must advance hand-in-hand; the ex- 
tent to which the public will be willing to al- 

* Mr. Becker was formerly the Executive Director of the 


Commission on Financing Hospital Costs of the American 
Medical Association. 
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locate funds to health depends upon both the 
improvement of methods for financing care and 
effective public health education. 

Until the prepayment mechanism became gen- 
erally available, families had no satisfactory 
method of paying for other than incidental 
health care costs. The occasional office or home 
call and a prescription now and then could be 
paid for from current income, without disturb- 
ing the monthly pattern of spending; and these 
did not create an undue economic burden for 
most families or for those who provided the 
services. But the cost of many illnesses was 
greater than families could meet from current 
income, from savings, or by borrowing. Most 
families could not conveniently, if at all, meet 
the costs of an expensive illness when it oc- 
curred, 

A decade ago, there was a widespread de- 
mand for government financing of personal 
health services because there was a recognition 
of the fact that so many families were unable 
to meet the costs of the needed care. However, 
there appears to be general agreement today that 
this issue has been resolved by the adoption of 
the voluntary prepayment plan, and that legisla- 
tive action is not required. For this reason it is 
probable that the voluntary prepayment method 
of financing will be extended to all otherwise 
unmanageable costs of illness, rather than an in- 
crease in government financing of personal 
health services. 


DEVELOPMENT OF VOLUNTARY PREPAYMENT 
PLANS IN RELATION TO USE OF TAX FUNDs | 


Voluntary prepayment plans will probably 
absorb many tax-supported health services. As 
ptepayment plans are developed to cover dis- 
ease detection and diagnostic services, we may 
expect these to shift from the framework of 
the public health agencies to private agencies. 
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As services for the mentally ill come within the 
scope of prepayment plans, community hospitals 
will expand their facilities to care for these 
patients; before long they will doubtless assume 
the major share of the responsibility for services 
to mental patients expected to benefit from 
psychiatric treatment over a period of six months 
to a year. 

The prepayment plans already in operation 
have reduced the number of persons who must 
depend upon tax funds to pay for their health 
care, because when individuals and families 
can pay for health care while they are well and 
gainfully employed there will be far fewer who 
must be cared for at public expense. As meas- 
ures are developed to make prepayment arrange- 
ments more generally available to the lower in- 
come groups, many persons now unable to pay 
for their care can do it. At the present time, 
long-term illnesses can be brought under pre- 
payment financing; and within the next decade 
we may expect to see voluntary prepayment 
plans generally available to retired people. 

When the pressure on tax resources for 
financing personal health services is reduced 
through prepayment financing, tax money will 
be released to pay for other health services, such 
as research which requires governmental as- 
sistance. One important function of prepayment, 
of course, is to give the public protection 
against the otherwise unbudgetable costs of 
health care; but another important function is to 
increase the funds available for community 
health services. When prepayment permits 
people to pay for health care which would 
otherwise have to be paid for from public 
funds, this makes it possible to use funds for 
additional services. 


RATE OF GROWTH OF VOLUNTARY 
PREPAYMENT PLANS 


The present rate of growth of insurance for 
hospital and surgical protection is phenomenal. 
During 1955, for example, the number of 
people in the United States with hospital ex- 
pense benefits increased by approximately 6 per 
cent (three times as fast as the growth of the 
civilian population), and the numbers having 
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surgical protection grew even more (three and 
a half times as fast as the population). In that 
same year, the rate at which the public pur- 
chased protection for physicians’ services other 
than surgical care was over nine times the 
population growth. If the present rate of growth 
continues, by 1960 a majority of the population 
will be protected against the costs of nonsurgi- 
cal types of medical care as well as the costs of 
hospitalization and surgical care. 

This trend is even more significant when one 
considers a longer period. In the past fifteen 
years, the number of persons protected against 
the costs of hospital care has increased ninefold 
and the number having surgical protection has 
multiplied seventeen times. Benefits for physi- 
cians’ services other than surgical care were 
slower to develop, but since 1945, this type of 
protection has increased fourteen times. 

Tremendous strides have already been made. 
Today more than two-thirds of the people in 
this country are paying for hospital care through 
some form of prepayment; more than half of 
all hospital income from paying patients comes 
directly or indirectly from agencies providing 
protection aaginst the costs of hospital care, 
and a significant proportion of the costs of 
surgical care do also. Unfortunately, the pur- 
chase of protection tends to be limited to gain- 
fully employed persons who are employed by 
others and certain population groups are not 
likely to be covered. 


REASONS FOR RAPID GROWTH OF 
PREPAYMENT PLANS 


It is common knowledge that those who are 
unable to afford the cost of prepayment and 
many of those who have deferred the purchase 
of protection will not be able to pay for the ex- 
penses of illness when these expenses exceed the 
amount which can be financed from current 
earnings. Cultural and economic pressures 
appear to be putting the prepayment of health 
care in the same category as food, clothing, and 
shelter. In fact, when the wage earner fails to 
furnish his family with necessary health pro- 
tection, he is considered to be an inadequate 
provider. 
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The time is approaching when regular 
monthly payments for health care protection will 
cover all of the costs which cannot be paid for 
by the family when the illness occurs, and these 
plans will be available to all except the lowest 
income families, As the prepayment mechanism 
is perfected and the willingness of the public 
to use it grows, the economic burden of health 
care costs will no longer exist as a family hazard 
and unpaid hospital and medical bills or the 
failure to obtain needed care because of the cost 
will no longer occur. 

One of the most encouraging developments 
in recent years has been the almost immediate 
acceptance of the types of programs that offer 
the most comprehensive range of benefits. 
People are beginning to realize that they need 
protection against all major health care costs. 
Experimental prepayment plans now in opera- 
tion are filling in the remaining gaps in protec- 
tion, and within a few years it is expected that 
people wiil spend more of their earned dollars 
for prepayment to buy a far wider range of 
health benefits than they get today. 

Progress is being made in expanding the 
benefits to cover costs of illness that cannot 
be financed by the family at the time of illness 
and to bring protection within the reach of low 
income families and persons outside the labor 
force, as well as the gainfully employed in the 
middle and upper income brackets. 

Even if families could save enough money to 
finance unexpected and unpredictable illness 
costs, most of them would not do it. Even if it 
were possible to meet the costs of illness 
through savings, this approach to the financing 
of major expenses of health care would be un- 
realistic in view of current patterns of spending 
and saving. Virtually all consumer expenditures 
are made on the basis of monthly allocations 
from earned income. Relatively few families to- 
day put aside money as savings for “the rainy 
day.” 

A survey made in 1956 by the Federal Re- 
serve Board showed that more than a fourth of 
all spending units (persons living together who 
pool their resources) had no liquid assets and 
only about a third of those who did have sav- 
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ings or similar accounts had more than five 
hundred dollars. Moreover, two-thirds of all 
spending units had some mortgage or short-term 
consumer debts, other than charge account in- 
debtedness. These figures indicate how de- 
pendent the consumer is upon prepayment 
financing of health care, rather than relying on 
savings and other cash value resources. 

Whether this pattern of consumer spending is 
good or bad is beside the point. The fact is that 
the number and volume of purchases financed 
over a period of time, such as installment buy- 
ing and monthly payments on insurance, tends 
to reduce cash purchases and savings. The pres- 
ent patterns of spending are not going to be 
appreciably altered because to do so would 
affect adversely the entire economy. Any funda- 
mental change in present patterns of spending 
would be opposed by those who produce hous- 
ing, autos, electric appliances, household fur- 
nishings, and almost everything else the con- 
sumer wants. It would also be opposed by the 
consumers themselves. 

Another fact should be recognized, namely, 
that when families have bought protection 
against the unmanageable costs of health care, 
they consider that they are justified in going into 
debt for relatively long periods of time to pur- 
chase a vast array of consumer items. Therefore, 
if voluntary prepayment plans should falter or 
fail in their economic purpose, consumer buy- 
ing would be slowed and the economy would 
sag to the point where governmental interven- 
tion in health care would be an economic and 
political necessity. 


THE ROLE OF HOSPITALS IN HEALTH CARE 


During 1957 appcoximately one out of every 
four households will have a member admitted 
to a hospital and these hospital admissions, for 
the most part, will cost more than the family 
can finance from current earnings or savings. 
In many cases, even if the family has some pro- 
tection, too little will have been purchased; as a 
result only a portion of the hospital expenses 
will be covered. Some families with less than 
full prepaid protection will be unable to pay 
the uncovered part of their hospital bill. Most . 
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of the 35 to 40 per cent without prepaid pro- 
tection will have difficulty in paying for their 
hospital care at the time of illness. 

Because so many people who use the services 
of hospitals are unable to pay for care received, 
at least not at that time, there is hardly a hos- 
pital in the United States that has the standard 
and volume of care consistent with what could 
be offered in the interest of better health. To 
whatever extent hospitals have to provide care 
to part-paying or not-paying patients, the quan- 
tity and quality of care available to the total 
community is reduced. Only if prepaid protec- 
tion becomes a part of more family budgets 
can we hope to have the expansion of services 


and increasingly better standards of care that © 


are needed, And in addition there will need to 
be higher prices charged for this protection. 

It is anticipated that the cost of prepaid pro- 
tection for hospital care will continue to rise for 
at least the next decade. This will be the result 
of the increased number of days spent in the 
hospital (which has shown a marked upward 
trend since the close of World War II) and 
the increased average number of admissions per 
household per year. There seems no likelihood 
that there will be any reversal in this trend, at 
least not for some time. 

It is probable that the hospital will become 
the central public health agency in the com- 
munity, in the best meaning of the term ‘‘public 
health.” The hospitals of tomorrow will be as 
concerned with the services that keep people 
well, that detect disease early in the course of 
its development, as they are today in the pro- 
vision of care for acute illnesses. As greater use 
is made of the laboratories, X-ray and related 
types of auxiliary services, and of the highly 
specialized technicians who assist in using them, 
the more will the patients and the attending 
physicians turn to the hospitals where such serv- 
ices can be most economically and effectively 
organized, 

Since 1929, the proportion of the public’s 
health dollar going to hospital care has doubled. 
Also the price of hospital care has been rising 
faster than the other component parts of health 
service. During the past decade the average cost 
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per day of hospital care has more than doubled 
($24 versus $10) and the average cost per hos- 
pital admission has increased even more rapidly 
($180 versus $88). The cost of hospital care 
has risen about twice as much as have the fees 
charged by physicians; in fact, on the average 
doctors’ fees have gone up less than has the con- 
sumer-price-index. 

One should keep in mind when considering 
the increased cost of hospital services the fact 
that the purchasing value of the dollar has been 
much reduced in recent years and that there has 
been a great increase in the kinds of services 
that hospitals render. 


AGENCIES OFFERING PREPAID HEALTH 
PROTECTION 


There are some one thousand agencies sell- 
ing health-protection benefits. Hence a major 
problem which confronts American families 
who want to buy protection against unmanage- 
able costs of illness is to know what to buy and 
from whom. 

An effective prepayment plan should ac- 
complish the following: 


1. Finance the health services needed, but' for 
which families cannot pay out of current earn- 
ings, or the payment would significantly dis- 
turb their spending pattern for the essentials 
of living; 

. Assure consumers that they will have adequate 
financial protection against the costs of all risks 
of illness that could not be managed within 
their monthly spending commitments; 

. Assure those who provide health care that 
their services will be paid for, and that pro- 
vision will be made for both the needed health 
care and the tremendous expansion of health 
services likely to occur within the next decade. 


In addition, the prepayment mechanism must be 
sufficiently attractive to the public (in terms of 
administrative policies and costs) to create the 
desire to buy it. 

When the consumer buys prepaid protection 
he can purchase it from one of these sources: 
commercial companies; non-profit agencies such 
as the Blue Cross and Blue Shield; independent 
plans operated by employers, by unions, or 
jointly by both; and also such plans as the 
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Permanent Health Plan in Oakland, California, 
and the Health Insurance Plan of Greater New 
York. 

Commercial insurance companies now cover 
about sixty million persons, some eight million 
more than do Blue Cross and Blue Shield. Only 
about two and a half million are covered under 
the so-called independent plans; but although 
few in number and covering only a relatively 
small percentage of the total holding prepaid 
coverage, these plans have made a substantial 
contribution to voluntary prepayment. They have 
been pilot demonstrations of alternative ap- 
proaches to the prepayment concept and have 
served a very useful purpose. 

One reason why there are more people cov- 
ered by the commercial companies than by Blue 
Cross-Blue Shield is that there are so many 
companies selling insurance, and another is that 
during a number of years some companies have 
made a concerted drive for individual, in con- 
trast to group, coverages. Only recently did Blue 
Cross move into the field of individual cover- 
ages; previously they had concentrated pri- 
marily on the coverage of employee groups. 

Both the insurance companies and Blue Cross- 
Blue Shield are committed to providing the 
broadest possible health service protection; the 
principal difference between the two is that 
of cash indemnity versus service benefits. The 
issue is not comprehensive protection versus less 
protection, so far as the range of health services 
covered is concerned. Nor is there disagreement 
on the premise that prepayment should cover 
the large and unmanageable costs of health 
care and the individual should pay for incidental 
expenses. The question is one of whether the 
person buying protection should be assured pay- 
ment for the health services specified, without 
having to make an additional payment at the 
time of illness, or whether he should pay a 
part of the cost of the services received at the 
time of illness, 

Blue Cross takes the former stand, namely, 
that the benefits purchased shall constitute an 
assurance that the services represented by them 
will be delivered without additional cost to the 
patient at the time of illness. Hence Blue Cross 
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maintains contracts with participating hospitals 
to provide the services purchased, In fact, Blue 
Cross is underwritten by the hospitals. It is their 
aim to protect not only the two-thirds of hos- 
pitalized patients who use one-third of the serv- 
ices rendered by hospitals, but to protect equally 
well the one-third who, because of longer than 
average stays, will use two-thirds of the services 
hospitals render. Also, it should be pointed out 
that in almost all cases, persons who reach the 
age of sixty-five and retire can keep their Blue 
Cross-Blue Shield policies in effect. 

Nationally Blue Shield is committed to pro- 
vide for payment of all of the physicians’ fees, 
if the covered individual has an income below a 
given level; and today a considerable number 
of states follow this policy. Hence a substantial 
proportion of those who are enrolled in Blue 
Shield are assured that they will not have to 
pay any part of the physician's bill if the family 
income does not exceed six thousand dollars, 
and an even larger percentage of families with 
incomes that do not exceed five thousand dollars 
have this assurance. At first, Blue Shield benefits 
were limited to the payment of surgical bills, 
but they have now been extended to other areas 
of medical service. Blue Shield maintains agree- 
ments with physicians to assure delivery of 
services represented by the benefits patients have 
purchased. 

The approach of the insurance industry to 
health service protection is diametrically op- 
posed to that of Blue Cross and Blue Shield. 
Health benefits sold by insurance companies are 
expressed in terms of cash allowances to the in- 
sured to help meet the costs of illness. The haz- 
ard of the last dollars of expense of health 
care ate shifted outside the framework of the 
prepayment mechanism, Initially, the cash bene- 
fits were expressed as a given sum of money to 
be applied toward the cost of care; more re- 
cently the trend has been toward paying a per- 
centage of the total bill. 

The weakness in the cash indemnity approach 
is that the family can never be sure how much 
of the cost of illness will be shifted to them 
to pay at the time of illness. In a plan recently 
introduced, which is referred to as “major medi- 
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cal,” the patient pays the first dollars of the cost 
of illness and 25 per cent of the last dollars of 
expense. For example, a family would be reim- 
bursed for only 75 per cent of the cost beyond 
the small sum they paid to start with. For most 
families, the payment of the final 25 per cent 
of a long and costly illness would be more than 
they could finance from available resources. 
The principal disadvantage of the Blue Cross 
plan is that the cost of protection increases in di- 
rect relation to increases in cost of care and the 
volume of care consumed by covered individ- 
uals. Because most people do not uaderstand 
hospital economics, it is difficult for them to 
accept these increases and this may lessen pub- 
lic willingness to buy this type of protection. 
The advantage of the cash indemnity plan is 
that by shifting over to the public and to the 
provider of services part of the cost of the ex- 
pense to be borne at the time of illness, the cost 
of protection can be lower for the service bene- 
fits. When the cost of protection is reduced by 
~ the lowering of cash allowances, this protection 
may seem more attractive than the more costly 
service benefits to a price-conscious public. 


SUMMARY 


Prepayment for health care must be viewed 
as a relatively recent development that has not 
as yet been fully tested by the public, After 
another ten years of experience, people will be 
in a better position to choose the type of pro- 


tection that is likely to be best for them, That 
choice will have to be made almost entirely in 
terms of whether they want the service or the 
cash indemnity benefits. There is no disagree- 
ment about the need for the prepayment mecha- 
nism or about the validity of the economic con- 
cepts underlying the prepayment idea. Neither 
is there disagreement about the destiny of pre- 
payment as the primary method of distributing 
the costs of health care. 

It seems almost certain that as the prepayment 
mechanism meets the test of time, the basis idea 
of the service benefit approach will predomi- 
nate. The public is not seeking prepayment for 
a health service that will certainly be used, and 
they are not seeking insurance as such; they are 
seeking the security and peace of mind that 
comes from knowing that the costs of illness 
will not upset the family’s economic equi- 
librium. 

The ultimate role of government in health 
affairs—which is not as pressing an issue as it 
was a few years ago—must await the public’s 
decision as to the character of the voluntary pre- 
payment mechanism that will emerge over the 
next ten years or so. It seems safe to assume that 
the government will not be asked to do what 
individuals and the providers of health services, 
acting together in voluntary association, can do 
as well or better. Facing this challenge, volun- 
tary prepayment for health care is not likely to 
fail the people of America, 





The Baby Boom Continues 


1954 was the first year in United States his- 
tory that the number of births passed the four 
million mark. Furthermore, between 1950 and 
1956 there was an increa:< of about 12 per cent 
in average number of children ever born per one 
thousand women of childbearing age. This per- 
centage increase occurred mainly among women 
in the young age groups. It is not to be attrib- 
uted to the larger percentage of the population 
that is married, however; though this was a fac- 
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tor in the early years of the baby boom, there 
is evidence that the present high birth rate is 
sustained by a high level of fertility among mar- 
ried couples. More couples than formerly are 
having a third or fourth child, rather than stop- 
ping with one or two, The moderate sized 
family seems to be growing in popularity, (See 
Current Population Reports, Series P-20, No. 
65, March 28, 1956.) 
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Psychogenic Illness and Delinquency in Childhood 


ROY C. KNOWLES, M.D.* 
Sioux Falls, South Dakota 


A HUNGRY dhild is 2 lonely, irritable, 
cantankerous, unreasonable child; in other 
words, a hungry child is a sick child. It makes 
little difference whether the hunger is for food, 
or for affection, security, and a place in the 
world, His reactions may be the same when he 
lacks any of these. Sometimes he shows his 
“hunger” by emotional symptoms, which may 
vary from mild irritability to severe psychoses; 
and sometimes he shows it by misbehavior, 
which may reach the level of delinquency. He 
may constantly push himself in intellectual and 
scholastic pursuits in order to gain the accept- 
ance of his teachers and parents; on the other 
hand, he may show his disturbance by failure to 
function scholastically to a point where he may 
appear to be actually retarded. In many cases he 
shows his emotional turmoil by physical com- 
plaints and sometimes there is interference with 
the growth patterns. 

There seems to be much greater resistance to 
accepting emotional illness in children than in 
adults, To many adults it does not seem possible 
that illness in children can be due to emotional 
disturbance. And because it does not seem pos- 
sible, it is difficult for adults to accept the fact. 
They say, ‘He is too young to understand, so this 
difficulty cannot have an emotional basis.” How- 
ever, there is today a growing recognition of the 
fact that physical illness and unacceptable be- 
havior in children may often be traced to emo- 
tional turmoil. 

The physical manifestations of emotional 
conflict in children may be roughly divided into 
four classes: those used by the child in an al- 
most conscious way to gain desired results, those 
which must be seen in the complete diagnostic 
entity to be understood, and those which are 
conversion reactions—one type of which seldom 
produces structural changes in the body and the 
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other type which usually does involve organic 
change. 


BEHAVIOR UsED TO GAIN CONSCIOUSLY 
DESIRED RESULTS 

In this group are those illnesses which are 
very close to consciousness and in an adult 
might well be considered as malingering. For 
example, a seven year old boy had bouts of ele- 
vated temperature which might reach 104°F. 
and which would last two or three days but 
there were no other symptoms, except a feeling 
of fatigue. He would be put to bed for two or 
three days and then he would return to school, 
apparently no worse for the experience. At first 
the family was frantic and the family physician 
was deeply puzzled by his inability to find any- 
thing which would explain the illness. All lab- 
oratory procedures which were even vaguely 
suggested by the fever gave negative results. 
Finally both the family and the physician be- 
came less concerned because they realized that 
the boy was not going to die of whatever was 
the matter with him. He would be put to bed 
when the attacks occurred and the family no 
longer called the doctor. Some three years later 
when the doctor was treating the whole family 
for an upper respiratory infection, the mother 
told him of the discovery which had stopped the 
attacks. One day after the child had come home 
with a high fever, the teacher told the mother 
that she had observed that boy developed the 
elevation in temperature after he had had a 
fight with one of the other children or thought 
he would be punished or reprimanded by the 
teacher. The mother told the boy what the 
teacher had said and he admitted that it was 
true, and that his fever was a way out. Froin 
then on, this reaction to conflict ceased. Perhaps 
he discovered another way of handling conflict 
situations. 

Physical symptoms can also be used to get one- 
self into what the child considers to be a more 
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pleasant situation. When this occurs, the child 
has usually seen illness within the family result 
in what appears to him to be a desirable state. 
He may have found that he could gain almost 
any amount of attention from his parents when 
he was ill; he may have noted that when one 
of his parents was ill, the other parent would 
show an unusual amount of attention. Indeed, 
the parent who was ill might be nursed to the 
exclusion of the child and he would begin to 
feel that being ill was a powerful means of gain- 
ing attention. Also, he may have seen illness 
consciously used as a weapon to get him out of 
his mother’s hair for a while, or to get him to 
leave his father alone. 


BEHAVIOR UNDERSTOOD ONLY WHEN SEEN 
IN THE CONTEXT OF THE COMPLETE 
SYNDROME 


The almost conscious use of illness may show 
itself in other ways. A child with lower than 
average intelligence or capabilities may be un- 
able to withstand the constant pressure of his 
adult world which insists that he succeed. When 
the pressure becomes overpowering, he may be- 
come ill to take off the pressure. The teen-ager 
in the physiologically and emotionally disturb- 
ing period of adolesence may be unable to 
handle his emotional or physical drives safely 
and may take refuge in illness. These illnesses 
may be merely temporary but if they become 
permanent or persist for some time, they seem 
to fall into a second category as in the follow- 
ing illustration. In this category the physical 
complaints are a part of a general psychiatric ill- 
ness and can be understood only in context of 
the whole syndrome or picture, 

A ten year old boy had had asthma since he 
was five. His father was a physician who had 
given him all known asthmatic medications, had 
sent him to several allergists and then to sup- 
posedly healthier climates, all to no avail. The 
child was eventually separated from his parents 
in a treatment center and the medications he 
had with him were never used. During the 
period of treatment the boy seldom had an 
attack of asthma except when his family came 
to visit him, or when he was involved in some 
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conflict with one of the women in charge. It 
was discovered that this child had a fantasy in 
which he saw himself as a very small animal 
and his mother as a very large animal who never 
seemed to care whether he was around and 
walked about carelessly with her big feet. The 
little animal had to learn to live in the trees so 
the mother’s big feet could not crush him to 
death. During these periods of fantasy he al- 
ways had difficulty in breathing. The rest of this 
child's picture was that of a fullfledged child- 
hood schizophrenic reaction, 


CONVERSION REACTIONS 


Another group of physical symptoms are 
symbolic of emotional difficulties and are clas- 
sified as the so-called conversion reactions. 
These are usually found in parts of the body 
which are under voluntary control, There is 
usually no structural bodily change. The usual 
explanation is that the conversion reaction 
comes when an undesirable, unacceptable, or 
uncontrollable emotionally charged impulse is 
“converted” into a symptom involving some 
part of the body. Thus buried, the emotion can 
be more easily controlled. In fact, it can be 
completely denied since it is neatly wrapped up 
in a paralyzed limb or a pain in some part of 
the body. Occasionally conversion reactions oc- 
cur in portions of the body not really under 
voluntary control, as in the case of some head- 
aches or abdominal pains. A characteristic of 
the child, as well as of the adult, who is thus 
afflicted is that he does not seem to care 
whether he has the affliction, For example, 
he may seem quite indifferent to a paralyzed 
arm; or he may seem to be quite concerned 
about it, but only as if it belonged to another 
person. Conversion reactions are more com- 
mon to adolescents or preadolescents, although 
they may appear in younger children. 

A ten year old girl could not walk because 
of the onset of an abdominal pain which she 
described as “burning.” The findings were 
equivocal after study by her pediatrician, When 
a psychiatrist saw the child he felt that this was 
a conversion reaction, and arranged for treat- 
ment in the form of play therapy in which she 
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was free to do anything she wished to do. She 
was an exceedingly intelligent child who had 
the ability to understand verbal interpretation. 
At first she seemed to have a close attachment 
to her mother, but it soon became evident that 
she had considerable hostility toward her 
mother and had feelings of rivalry for her 
father’s affection. As therapy went on, she was 
able to overcome her mixed-up feelings about 
her parents. Her symptoms disappeared and 
she became quite outgoing, with many interests 
outside her home. 

A fourth group of symptoms are frequently 
called “psychosomatic” although they are now 
more commonly called ‘'psychophysiologic.” 
The term “psychosomatic” lends itself to the 
consideration of the patient as a whole rather 
than as an accumulation of anatomical, social, 
and spiritual parts. By its very name, it ties 
together the mind, emotions, and body. On the 
other hand, psychophysiologic reactions are 
diagnostic labels, referring to cases in which 
actual physical changes occur in the body as a 
part of the picture of emotional upset. It is 
possible to distinguish between conversion re- 
actions and psychophysiologic reactions. 

An example of conversion reaction might be 
various kinds of squint, caused by the paraly- 
sis of one or another set of eye muscles. Paraly- 
sis of the muscles of accommodation or of the 
internal or external muscles of the eye may 
cause a variety of visual disturbances, The con- 
dition seldom brings about organic change even 
if it lasts for an extensive period of time if it 
is the result of a conversion reaction. But if 
the reaction is psychophysiologic, an actual 
change may take place in the tissue involved ; in- 
flamed conjunctivae may turn into chronic con- 
junctivitis if the condition continues over a 
period of time. Another example might be 
where an unstable high blood pressure in the 
early stages ultimately turns into permanent hy- 
pertension. 

When children have psychophysiologic reac- 
tions, the anatomical structure which is used 
to manifest the emotional disturbance usually 
has a symbolic meaning. For example, when a 
child has the pre-ulcer type of symptoms of 
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gastric or duodenal irritability, hyperacidity, 
flatulence, or heart burn, the stomach may be 
expressing his need for more comfort of a de- 
pendent little-baby type. The lower bowel can 
also be used to express emotional difficulty. A 
constipated child may be expressing a need to 
retain and withhold, rather than to give freely 
in an environment which seems to him to be 
very ungenerous. Or he may express intense 
hostility by a diarrhea (and perhaps loss of 
control of the lower bowel) which enables 
him to defile, dirty, or smear up his environ- 
ment. The use of such reactions, generated as 
they are by unconscious conflict, is dangerous 
to the patient. He not only pays the price of 
immediate social disapproval for inappropriate 
defecation, for example, but there is the im- 
pending danger that the bowel condition may 
become permanent, The ultimate result is that 
he pays a bigger price for using this means to 
express his emotional conflict than if he se- 
lected some other means of expression. Of 
course, one should realize that this selection is 
not conscious and is therefore not subject to 
the child’s “will.” 

A young teen-age boy developed an eczema- 
toid rash which at various times spread over 
large portions of his body. It was usually re- 
stricted, however, to the arms and to the face, 
with some on the legs. After many examina- 
tions with negative results and because he 
seemed to be quite emotionally disturbed at 
times and rather erratic in his behavior, it was 
finally decided that his condition was on a 
psychophysiologic basis. With expressive psy- 
chotherapy he was able to describe a severe 
masturbatory conflict which he had uncon- 
sciously answered by developing the rash which 
itched. He then learned that by using a brush 
which didn’t destroy the skin as his nails did, 
he could scratch the itching areas with a re- 
sultant highly pleasant, ecstatic feeling similar 
to the orgastic experience of masturbation. Thus 
he had been able to satisfy his masturbatory 
urges; he had been able to deny to himself that 
he was masturbating; but at the same time he 
had to pay the price of the unpleasant rash on 
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EMOTIONAL ILLNESS 


When we turn from the physical aspects of 
mental illness to some of the behavioral as- 
pects, we find opening up before us a wide 
field which cannot be more than touched upon 
in this brief article. However, it is important to 
recognize that in children, as in adults, emo- 
tional turmoil may manifest itself in still other 
ways, which are often regarded as bad habits 
or ofneriness rather than emotional illness, 

An example was the case of a nine year old 
boy who was taken into play therapy because 
he fought with everybody. He was so difficult 
to get along with that the other children would 
“gang up” on him. Fortunately his parents 
recognized that this was happening because in 
some way he was different from the other chil- 
dren, rather than that they were bad. In school 
he was always upsetting the class by stumbling 
or accidentally having a rock fall out of his 
pocket, or by some other means. After he was 
taken into therapy, he spent months expressing 
his hostility by shooting at targets in human 
form, and especially his therapist. Finally he 
quieted down and even began visiting conver- 
sationally with the therapist. It was only then, 
when the parents reported that he had stopped 
fighting or causing disturbance at school or dis- 
obeying them, that they mentioned the fact 
that for all the nine years of his life he had 
wet the bed. He had now stopped. They will- 
ingly added the cessation of eneuresis to the 
accomplishments of psychotherapy. 

Such speech defects as stuttering may also be 
manifestations of severe emotional distress, A 
young man in his late teens had been sent to a 
speech clinic after various techniques had been 
used to attempt to relieve him of his stuttering. 
One of these had been to have him accost 
strangers on the street and keep them paying 
attention to him while he agonized through 
- the severest stuttering he could produce. He 
recognized how hostile his behavior was toward 
these people he accosted as he showed his dis- 
ability, but he had difficulty in accepting the 
fact that hostility had anything to do with 
causing his stuttering until he found himself 
stuttering as a means of punishing his thera- 
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pist. After that his recovery was reasonably 
rapid. The last two words he stumbled over 
during therapy sessions were “hate” and “kill.” 

One by one we can isolate symptoms that 
show such conflicts as those described, many 
of which are within oneself (intra-psychic). 
Often there does not seem to be any direct 
conflict with people in the patient's present en- 
vironment. For example, the original hostility 
of the stutterer just described was found to be 
toward his father, although by the time he was 
seen in the examination his relationships with 
his father seemed flawless, except for the an- 
noyance his stuttering caused his father. But 
deep delving into early relationships showed 
that the relationship with his father at one 
time had been very hostile, and it was at that 
time that the stuttering began. 

Another example was that of a four year old 
who was very destructive in his behavior. He 
destroyed anything he could get his hands on 
around home or at a neighbor's house. Among 
his mother’s complaints was, “I can never get 
him to drink milk.” This was the only food he 
rejected, but he just would not touch milk. 
This little boy was suffering from a psychotic 
reaction and the rejection of milk was but one 
small part of the total picture. The milk re- 
jection soon disappeared under therapy, which 
was in the form of play in which the child 
was permitted to express himself in any way he 
wanted, He first tested the therapist by de- 
structive behavior, by scratching and biting her, 
and by urinating and defecating on the floor. 
When she did not give up and continued to 
accept him, he began to cuddle in her arms and 
allowed himself to be rocked to sleep, Then 
he accepted a baby bottle filled with fruit juice. 
Later, without any protest, he accepted a baby 
bottle full of milk. By this time the child's 
family reported that he was demanding milk 
with his meals, This is admittedly a very se- 
vere case to use as an example of food rejection, 
but it does serve to show that food rejection 
often indicates conflict on the part of the child. 
Indeed, food rejection may simply be symbolic 
of a general rejection of the parent, perhaps 
most frequently of the mother who usually 
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fills the role of the feeder. In a similar way 
one might discuss prolonged thumb-sucking, 
sleepwalking, night terrors—all of which are 
likely to be caused by emotional disturbance. 


DELINQUENCY 


Delinquency is much in the news these days 
and the term, although widely used, has dif- 
ferent meaning to different people, and has 
different causes. In some cases there is organic 
brain damage or deficit which results in chil- 
dren showing lack of judgment and poor con- 
trol of their impulses. These youngsters are 
usually more likely to be led into difficulty 
than to be the prime movers in delinquent acts. 
A second group may be classified as psycho- 
paths. These are the “bad ones.” Psychopathic 
youngsters appear to have no conscience or it is 
so warped as to give them a different set of 
values from those of normal society. Their 
treatment and care is very complicated, In- 
deed, one might honestly say that effective 
treatment is practically unknown as yet. 

Other delinquents are those who are ill, who 
suffer, who hurt. Their hurt comes from in- 
side them in contrast with the hurt which comes 
from punishment by society, as in the preceding 
groups. Psychotic children, because they live in 
a world of fantasy, may commit delinquencies 
against the world of reality. It is not always 
possible to identify these children. Their ex- 
ternal behavior, other than their delinquencies, 
may be quite within the normal range. How- 
ever, something can give a hint that all is not 
well, especially when they exhibit bizarre symp- 
toms in certain circumstances. Then a study of 
the child and his immediate environment can 
give a real picture of what is happening. Treat- 
ment for this group must often be given in a 
protected, usually closed ward, hospital, or 
residential treatment unit. 

Ar example of such a child was a thirteen 
year old girl who was frequently absent from 
school, and when she was there often did 
things that annoyed the teacher, She might say 
something aloud which did not seem to have 
any connection with what was going on at the 
moment; occasionally she would laugh aloud, 
as if amused at something which one of the 
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other children had said. The teacher became 
greatly distressed, especially when the girl lost 
her effectiveness as a student. It was through 
the teacher's efforts that the school authorities 
and the parents became concerned. However, it 
was not until police authorities began to put 
pressure on the family because of the girl's ab- 
sences from school that she was given a psy- 
chiatric examination. It soon became evident 
that her behavior in the classroom came from 
her living in her own fantasy world, which she 
peopled with persons whom she could control. 
It gave her great satisfaction to extract from 
the teacher a response of annoyance or anger. 
She interpreted this as evidence that she could 
make people do what she wanted them to do. 
Her truancy was also part of this same pattern; 
she perceived her world in such a way that it 
was quite appropriate for her to absent herself 
from school. When the situation was under- 
stood, the girl was placed in treatment rather 
than punished as an habitual truant. 

Another group of delinquents are those who 
are neurotics, obsessed, anxious and driven to 
impulsive behavior. They have serious emo- 
tional disturbances. These children need treat- 
ment rather than punishment. Clinic or office 
treatment usually suffices, An extreme example 
of neurotic reaction was that of a teen-age girl 
who would start to school but never get there, 
unless she was accompanied by some other 
member of the family. She appeared obviously 
distressed when spoken to about her truancy 
and would promise to do better, but she ap- 
parently could not. Her minister finally realized 
that something was wrong with the girl when 
he saw her pass his house when she should 
have been in school. When he spoke to her 
about her absence from school, she scampered 
off as if to obey his suggestion that she go 
where she was supposed to be. Then he noted 
something peculiar about her behavior. She 
might, for example, take three or four long 
steps and then back up two or three short steps. 
She might repeat this several times, With this 
as a lead, he succeeded in getting the family to 
have the girl examined. It was found that she 
had developed such a severely constricting com- 
pulsive ritual that she could never get to school. 


May, 1957 





When she got to a corner, she would feel com- 
pelled to turn in a direction that would take 
her away from school. Thus she spent all the 
time she was supposed to be in school, in try- 
ing to get there, but being unable to buck her 
ritual. Her behavior was neurotic, not delin- 
quent. 

The child lives in a world of adults—in a 
world made by adults. Sometimes the adults are 
so busy making this world that they ignore 
their own contributions to the child's life and 
deny him the privilege of contributing what he 
can to his society. As a result, the child may 
feact in ways which frighten or at least distress 
the adults or cause them to become so angry 


that they inflict punishment. Some of the symp- 
toms of the child's distress may appear as 
physical illness or “bad” habits or delinquency. 
Thus he is frequently denied the help which 
could be his to become a normal, comfortable 
person, 

This article has offered little information re- 
garding what can actually be done for the 
troubled child. Rather it presents a plea that 
adults pay attention when the child shows that 
he needs help and that the grown-ups in the 
child's world—his parents, his teacher, his 
pastor, the policeman on the corner, the physi- 
cian, or the kindly neighbor—become aware of 
the symptoms which are danger signals. 





What Americans Spend for Personal Health Services 


The results of a comprehensive survey to 
measure the extent of family expenditures for 
health services, Family Medical Costs and Vol- 
untary Health Insurance: A Nationwide Survey, 
was published in August, 1956. More than two 
years were devoted to interviewing, tabulating, 
and interpreting the results which show that in 
1953 37 per cent of all personal health care 
expenditures went for physicians’ services, 20 
per cent for hospital costs, 16 per cent for den- 
tists, and 15 per cent for medicine. Appliances 
and other goods and services accounted for the 
remaining 13 per cent of family medical ex- 
penses. 

Illness and the costs resulting from it are by 
no means uniform throughout the population. 
Eight per cent of the families surveyed in 1953 
had incurred no medical costs whatever, while 
11 per cent of the families incurred 43 per cent 
of the total personal health services bill. In 
analyzing the percentage of total family income 
that was spent as actual cash outlay for health 
care, it was found that 5 per cent of the nation’s 
families made no cash outlay, 53 per cent had 
expenses amounting to less than 5 per cent of 
their incomes, 22 per cent had bills for health 
services ranging from 5 to 9 per cent of the 
family income, and 7 per cent had bills amount- 
ing to 20 per cent or more of family income. 
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The survey also shows that the average medi- 
cal expenditure of American males is fifty-one 
dollars and of females is eighty dollars. And, 
as would be expected, higher medical costs are 
associated with increasing age. These and other 
statistics gathered in the survey point up the 
impossibility of planning for medical care on 
the basis that any given individual will incur 
certain expenses during the year. By predicting 
costs for groups of people, high cost can be 
avoided for the individual family through health 
insurance, 

In 1940 only 4 per cent of the American 
population had voluntary health insurance; by 
the time of the 1953 survey, this figure had 
grown to 57 per cent. In mid-1956 the 
Health Insurance Council reported that about 
110,000,000 Americans (nearly 70 per cent of 
the population) now have some form of health 
insurance protection. This figure indicates that 
the growth in score and in extent of coverage 
which the 1953 nationwide family survey 
showed to be necessary is actually taking place. 
Voluntary health insurance programs paid about 
$2.5 billion of the nation’s $11.3 billion bills 
for hospital, surgical, and medical benefits in 
1955. (From ‘Progress in Health Services,” 
Health Information Foundation, Vol. V, No. 7, 
September 1956.) 
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How Frustration and Conflict Undermine 
Physical Health 
(A Case Study of One Family) 


B. Y. GLASSBERG, M.D. 
St. Louis, Missouri 


PHYSICIANS know that emotional disorgan- 
ization may cause symptoms in body organs 
which are themselves free of organic disease, 
and may even bring about the appearance of 
demonstrable pathologic processes. Experiences 
which arouse antagonism, hostility or resent- 
ment, or which are accompanied by outright 
rejection or uncontrollable anxiety and worry 
tend to produce symptomatic diseases. But the 
behavior pattern of a person and his defense 
mechanisms may be so rigid that he is genu- 
inely unaware of what is happening. 

The present state of health of an individual 

is affected by the interaction of at least four 
observable factors: heredity, infections, senes- 
cence as determined by individual metabolic 
processes, and emotional response patterns as 
they influence structural or physiologic proc- 
esses. 
For more than two decades the author has 
treated one or another member of the family 
described in the following pages. Among his 
patients were the father, the mother, the son 
Sam, and his wife. They represent in many ways 
a rather typical American family and their 
problems are common to most of us as we 
respond and interact in family situations. 


THE FATHER 


The father was a patient first in 1931, when 
he was forty-four years old and he was seen at 
intervals until his death in 1952, What kind of 
a man was he? Until the economic crash in 
1929 he had been in good financial circum- 
stances and his family lived in the easy afflu- 
ence of the upper middle class. But after that 
he never regained real financial security al- 
though his brother-in-law gave him a job that 
enabled him to maintain a reduced level of 
subsistence. He gave the appearance of a per- 
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fect gentleman. His posture was correct; he 
dressed with scrupulous attention to details. 
His manner was kindly. He never talked about 
his former prosperity; instead he told with 
amusement of the struggles of his early life, 
such as sleeping on a counter at night in the 
store where he worked days. 

However, with his family he was a different 
person, influencing in a most damaging fashion 
the lives of other family members. After his 
financial reverses he became a compulsive ty- 
rant, impressing his will upon the rest of the 
family, thinking for them, and having no re- 
spect for them. He considered that he was 
always right. He knew what should be done in 
every situation, He upbraided his wife unmerci- 
fully and cruelly before their friends. His 
reprimands led her to eliminate social activities. 
He dictated his daughter-in-law'’s behavior and 
was inconsiderate of her feelings. He was in 
constant conflict with her while Sam was in 
military service; he insisted on managing her 
government allotment and demanded that she 
keep her savings bonds in his safety deposit 
box. He told her that he had no faith in her 
integrity or capacity. He projected his hostility 
against the world and his feeling of personal 
failure upon his family. 

The father’s chief physical disability was 
diabetes, mostly controlled with ten to twenty 
units of insulin, sometimes without any. He 
was knocked down by an automobile in 1936 
but was not seriously injured; after the anxiety 
over the accident subsided, he was able to stop 
the insulin, However, sugar reappeared in his 
urine after he had been held up at gun point 
and robbed. It seemed that when he was not in 
psychic turmoil his diabetes could be controlled 
by diet alone. For a long time he suffered in- 
capacitating subdeltoid bursitis and he de- 
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veloped an extreme sclerosis of the leg arteries, 
a not uncommon complication of long-standing 
diabetes. 

In 1950, he complained of severe abdominal 
pain and a diagnosis of acute appendicitis was 
made. However, when the appendix was re- 
moved, histological examination showed it to 
be normal. It appeared that his abdominal pain 
was probably the result of his repressed emo- 
tions; during all the years he was under the 
author's care, only twice did he ever express his 
feelings: once when he admitted being worried 
and depressed and once when he acknowledged 
his antagonism toward his oider son who had 
become a ne’er-do-well who was frequently in 
trouble with the law. For a time after that he 
slept better and seemed relieved of some of his 
worries, But ordinarily he refused to ventilate 
even in the simplest fashion the resentment and 
hostility he felt. Whether his life might have 
been different had he been willing to accept 
himself basically as a human being with feel- 
ings and hopes and aspirations, disappoint- 
ments and hates is problematic. 

In 1952, he developed a coronary occlusion 
of only average severity, but he died suddenly 
three weeks later while still in the hospital. 
The only member of the family upon whom he 
did not seem to have a damaging effect was a 
daughter who was able to talk about what an- 
noyed her, to shrug it off and laugh about it. 


THE MOTHER 


Sam’s mother was about the same age as her 
husband and she was a patient from 1938 until 
her death in 1954, She never looked happy. 
Living was always a burden to her. She dedi- 
cated her life to the service of her husband, 
although she hated him, and to trying to main- 
tain at least a semblance of family harmony 
before the world. She was always meek be- 
cause she believed that a woman must be and 
that she must bear the brunt of her husband's 
anger without protest. 

She had innumerable complaints: backache, 
weakness, hot flashes, nausea, vomiting, con- 
stipation, and pains in various body regions. 
Her basal metabolism rate was low (minus 18 
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per cent), but when thyroid was administered 
this did not ameliorate the condition. Labora- 
tory and roentgen examinations were generally 
uninformative. In 1943, she suffered her first 
coronary occlusion. Her recovery was unevent- 
ful except for depression, punctuated by fre- 
quent crying spells. During this attack, her 
husband was overly solicitious—perhaps be- 
cause he had some guilt feelings. 

In 1946 she, too, had an extremely painful 
attack of subdeltoid bursitis, In 1948, a roent- 
gen examination showed many gallstones, but 
the gall bladder was not removed because she 
never had gallstone colic. She had a spastic 
descending colon—a frequently demonstrable 
anatomic lesion which is almost always due to 
a personality disorder. In February, 1954, she 
had recurrent angina pain and was more than 
ordinarily easily annoyed. By April, she com- 
plained less frequently of the angina but was 
severely depressed. In May, she had a second 
and massive coronary occlusion from which she 
died. 

This woman harbored tremendous amounts of 
repressed hostility. Her first coronary had come 
after a specific emotional trauma, Her older 
son had been involved in serious trouble; he 
was neglecting his wife and children and was 
heavily in debt. She had tried to defend him 
to her husband and he became rage-stricken and 
vituperative in denunciations of her and of his 
son; she was utterly crushed by his abuse. The 
fatal attack came eleven years later when she 
was sixty-six, She had survived her husband by 
two years without special incident. Then im- 
potent rage offered the last crushing blow to a 
life that had been without happiness for so 
long. A month before his mother's death, her 
profligate, divorced older son had quit his job 
and turned out his teen-age sons to fend for 
themselves. The younger grandson had been 
repeatedly arrested; the older one had come to 
his grandmother and told her of the heartless 
behavior of his father. Her response was com- 
plete hopelessness. When it was no longer pos- 
sible to maintain the fiction of a nonexistent 
serenity, living was no longer worthwhile. 


Over the years, Sam’s mother had always 
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been reluctant to discuss the stresses of her life 
and when she did it, this was always followed 
by profound apologies for speaking disrespect- 
fully of her husband. It seems clear that this 
woman's manifold physical symptoms were re- 
lated to her emotional reactions, and her im- 
potence to relieve her suppressed antagonisms. 


THE DAUGHTER-IN-LAW 


Sam's wife was a patient of the author for 
ten years. Her symptoms seemed to result from 
situational anxiety and depression due to her 
husband’s long absences—first, during his mili- 
tary service, and later his job that took him 
away from home for frequent periods of nine or 
ten weeks, This was coupled with resentment 
against her mother who lived with their family 
and had for years been suffering from senile 
dementia. She had no real affection for her 
mother but her guilt feelings prevented her 
from denying her mother a home, even though 
she could not be entrusted with the simplest 
household task. Sam’s wife also expressed much 
antagonism toward an older sister who lived a 
completely selfish and superficially glamorous 
life. Neither this sister nor the other three sib- 
lings accepted any filial obligation for their 
mentally incompetent mother. 

In 1944 and again in 1951, the degree of 
her depression and agitation became so great 
that hospitalization was required, but no signif- 
cant physical disease was discovered. At an- 
other time she had to consult an ear-nose-and- 
throat specialist because of a continuously 
clogged nose. His diagnosis was “psychogenic 
nose,” 

Sam and his wife both insist that their mar- 
riage has been good and that they are deeply in 
love with each other. But it seems clear that 
both of them harbor deep feelings of anxiety 
and hostility, and each responds neurotically to 
stress in personal and family life. They have 
never been able to communicate freely and 
easily with one another, It is difficult to evalu- 
ate their sexual relationship. In 1951, Sam's 
wife expressed dissatisfaction with his excessive 
passionateness, but yet she fumed over his long 
absences from home. Sam would never discuss 
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the sexual relationship because it was too per- 
fect and too intimate to talk about. Beset by 
anxieties, both of them generally suppress their 
emotions and perhaps deceive themselves with 
the idea that their marriage is good. 


THE SON 


Sam first became a patient in 1941 when he 
was thirty-seven, and he was seen by the author 
at intervals during the ensuing years. His really 
serious difficulty arose shortly after his mother 
died in 1954. Her death had deprived him of 
a valuable emotional support because she had 
offered continual approval of his behavior. 

When he came to the office in December of 
that year, he complained of weakness, anorexia, 
nausea, and profuse sweating. A physical ex- 
amination showed no defect except that he was 
much underweight. His fasting blood sugar was 
91 mgs. per cent. Three hours after a standard 
glucose test meal, it was only 59 mgs. per cent. 
The diagnosis made was idiopathic hyperinsul- 
ism. A physiologically demonstrable disease had 
to be dealt with. What had caused it? What 
treatment might prove effective? Had the emo- 
tional traumata arising from his mother’s death 
merely brought to a climax a condition which 
had been developing for a long time? 

To answer these questions one must see the 
kind of a person Sam was and how he had met 
the problems and crises of his life. The de- 
scriptions given in the foregoing pages of other 
members of his family present a picture of the 
family setting and the details which follow 
deal with Sam himself. 

Sam was thirteen when his father lost his 
business. He had sold papers so he would be 
able to continue in high school and he took 
pride in never letting anyone know how he felt. 
Later he was “washed out” of the air cadet 
corps shortly before graduation; he denied hav- 
ing any feelings of dejection and philosophically 
accepted transfer to the infantry, without any 
discernible evidence of frustration. After he was 
discharged from the army, he became a traveling 
salesman and was one of the high producers of 
the firm while he was still one of the youngest 
men on the sales staff. Now he takes pride in 
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his ability to outdo much younger men in the 
physical effort of selling. 

He has two motives in life: to provide ma- 
terial comfort for his family and to be a “‘good” 
person. The recurrent spectre of his father's 
business failure in 1930 served as a constant 
spur to his own ambition to avoid a similar 
catastrophe. He has been driven by the intense 
desire to accumulate a competence which will 
permit him to retire at the age of fifty. The 
example of his brother's disorganized living 
has been a strong factor in his determination to 
be a “good” person. He will not admit hostility 
toward his brother. He denies resentment against 
his father’s efforts to force his brother to mend 
his ways and the money wasted doing so; and 
he allowed his brother to make the arrange- 
ments for his mother’s funeral and then he 
paid all the bills without protest. 

He insists that the truly noble person is en- 
tirely selfless and he is amazed at the idea that 
human beings have a right to personal happiness 
and satisfaction. He had tremendously strong 
feelings of loyalty toward his parents and for 
years contributed toward their financial sup- 
port. Because his mother would not acknowl- 
edge hostility toward others, Sam felt that he 
must follow the same pattern—he must be 
“good,” patient, self-effacing, and do everything 
he could for his family. He is aware of the 
unwholesome effect that his mother-in-law has 
upon his three children, but because he thinks 
of himself as a “good” person, he takes care 
of her. He rationalizes this by saying that she 
can help take care of the children, although he 
knows that she and his wife are in frequent and 
sometimes screaming conflict over their rearing. 

Sam is a lonely person. His concentration 
upon making money (probably as a compensa- 
tion for the status denied his father) has pre- 
cluded his enjoying normal social contacts. And 
during his trips, which keep him away from 
home for considerable periods, he has few 
recreational outlets except an occasional movie 
or baseball game. 

His meek forbearance, his failure to under- 
stand his personality needs, his repression of 
his hostile feelings, and his unsatisfactory man- 
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agement of his emotions apparently combined 
to bring about a protest from his hypothalamus 
and his nervous system that resulted in the 
overproduction of insulin. 

In such a situation, how can the therapist 
induce the patient to accept the fact that emo- 
tions have a tremendously important influence 
on his life? 

How can his family be helped to meet the 
simpler conflict situations which inevitably arise 
within the closely related affectional group, so 
that a behavior pattern will be established which 
will enable them to meet major crises? 

How can Sam's children be protected against 
the damaging emotional disorganization which 
is already unsettling their lives because a men- 
tally incompetent grandmother constantly in- 
terferes in their management ? 

Does the therapist or a social or educational 
agency have the right to make human beings 
aware of their rigidity, their assumption of 
righteousness, their denial of feeling overtones, 
and their neglect or mismanagement of emo- 
tions that may become incapacitating ? 

In broader terms, how can young people, in 
general, be taught to understand and manage 
their emotions? The city of St. Louis is trying 
to do this through a mental hygiene program 
carried on by the public schools in grades seven 
and eight. Students are offered in their class- 
rooms a weckly radio program of interviews 
which discuss varying aspects of individual be- 
havior. Then they are urged to talk out their 
feelings. The program deals with (1) the in- 
dividual’s opinion of himself as a person and 
the effort he makes to develop within the limits 
of his capacities, (2) the manner in which 
he relates himself to other persons within and 
outside the family group, (3) his response to 
success and the stimulating or deterrent effect 
of failure upon him, and (4) how the emotional 
responses which are inherent in human beings 
can be managed in a wholesome fashion. 

How effective the program will prove to be 
cannot, of course, be judged at the present time, 
but at least the problems of emotional control 
are recognized and an attempt is being made to 
tackle them. 
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The Family as a Unit of Treatment in 
Mental Health Therapy 


PAUL BARRABEE, M.D.* 
Marriage Counselor, Research Associate, Department of Psychiatry, Harvard Medical School 


Tue family as a unit of treatment is a con- 
cept that follows logically from the develop- 
ments that have taken place in the field of 
social relations. The disciplines of social an- 
thropology and sociology have been mostly re- 
sponsible for the movement away from the 
otiginal Freudian psychoanalytic approach of 
treating the individual as a kind of isolated 
psychological entity to the current increased 
emphasis on treating the individual with greater 
awareness of the mutual influences between 
him and the social systems of which he is a 

rt. 
ewe think of this trend as something new, 
but it is really as old as when a friend, clergy- 
man, or family physician intuitively took into 
account all the factors of which he was aware 
that contributed to making a person a total 
living human being when he tried to help that 
individual to untangle the problems that dis- 
turbed his emotional life. Certainly it has long 
been true with social caseworkers whose ap- 
preciation of the social influences on an indi- 
vidual might well earn them the title “clinical 
sociologists.” 

THEORY 


What is new about this development is that 
we are beginning to be able to formulate our 
ideas within the framework of a conceptual 
scheme. We are dealing less and less with intui- 
tion and so-called common sense, We are deal- 
ing more and more with specific concepts which 
can be defined and which constitute parts of a 
system of related concepts. 

This affords us a number of advantages. In 
the first place, we can approach more nearly to 


© Now deceased. Dr. Barrabee delivered this paper at the 
annual meeting of the National Council on Family Relations 
held in Boston, August 1956, He was subsequently appointed 
as an Assistant Editor of Marriage and Family Living but 
sudden death prevented his taking up his duties. 
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closure in our understanding of what we ob- 
serve. That is, because we are dealing with a 
system of ideas, we have less need for ad boc 
explanations. Secondly, the use of sociological 
and anthropological concepts in conjunction 
with the psychological affords additional per- 
spectives, and this necessarily means a better 
opportunity to determine what is truth. Thirdly, 
researchers and clinicians are better able to 
communicate their experiences by utilizing this 
more extensive repertory of concepts. Finally, 
the process of therapy is facilitated both 
because the chances are enhanced that the 
therapist will better understand the situation 
with which he is dealing and because the 
armament of therapeutic procedures has, been 
expanded. 

When we talk about the family as a unit of 
treatment we nevertheless are aware that the 
family is composed of individual members, and 
accordingly there is the implication that there 
is some kind of relationship between them that 
permits us to think of the family as “‘wholistic.” 
The relationship that makes this possible is a 
social one. The family is a kind of social sys- 
tem, and therefore presents fundamental char- 
acteristics beyond the personalities of its in- 
dividual members that are common to all social 
systems, These characteristics offer both advant- 
ages and disadvantages to the therapist in his 
treatment of the family as a unit, In either event, 
the therapist must take both into account. 

What are these factors that spring from the 
social nature of the family? In the first place, 
the family cannot survive unless its functional 
requisites such as food, clothing, shelter, child 
care, home care, communication and coordina- 
tion, and control of its members are met by 
those who compose the family. This is to say 
that the very existence of the family is predi- 
cated upon the presence and cooperation of its 
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members, who must be willing to behave in 
certain ways that are determined by the needs 
of the family itself as a social unit. 

This is accomplished by the institutionaliza- 
tion of goals and by the assignment of roles. 
In explanation of the former, we first must 
recognize that frequently there are a variety of 
ways that a person might be able to satisfy a 
given need of his own. We can say that a goal 
has been institutionalized when the individual 
selects from among the various possibilities a 
mode of behavior that also will satisfy a func- 
tional need of the family at the same time that 
he satisfies his own need. Since he would have 
’ tried to satisfy this need of his anyway, by in- 
stitutionalizing his goal the family social sys- 
tem has succeeded in mobilizing the need of 
the individual in its own service. This process 
is implemented by a network of expectations 
that cluster in the form of roles or bundles of 
rights and duties assigned to the members of 
the family on the basis of their position in it. 
The significance of this in our consideration of 
the family as a unit of treatment is that family 
members necessarily are subject to pressures that 
stem from the needs of the family social system 
itself and that restrict their freedom of choice 
of behavior, j 

The enactment of roles is the dynamic 
expression of expectations assigned to each 
member of the family. Besides the fact that 
presumably both the needs of the family and 
its members will be met if all perform their 
roles adequately, it is the reciprocal nature of 
roles that also is pertinent to therapy. This 
characteristic of reciprocity is evident in the 
fact that what are the rights of one role be- 
come the duties of other related roles. 

For example, if it is the right of a child to 
be cared for by his parents, it is the duty of 
the parent to care for the child. Our interest 
lies in the point that the failure of the indi- 
vidual to play his role properly threatens those 
whose roles reciprocate with his. The first reason 
for this follows logically from what we already 
have said. Such a failure endangers the preser- 
vation of the family social system, and the bene- 
fits that the other members of the system receive 
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from it are placed in jeopardy. 

The second reason is that the person who 
plays his role improperly threatens the self- 
image of those with reciprocating roles. This 
is explained by the fact that the operational 
definition of the self-image is expressed in 
terms of role expectations, Consequently, the 
effect of improper role performance is to deny 
to others that they are what they think they 
are. For example, if a wife thinks that it is part 
of her role to have the right to be financially 
supported by her husband and the husband fails 
to do so, in effect he has attacked her self-im- 
age. 

Another major social characteristic of the 
family is pertinent to its treatment as a unit. 
This is the concept of social interaction which 
is a process whereby two or more persons in 
contact with each other mutually modify each 
other's behavior by using symbolic gestures such 
as words to communicate their meanings, de- 
sires, and intentions to each other. This is just 
another way of saying that by talking, writing, 
nodding, smiling, frowning, and the like, we 
get others to behave differently than they would 
have otherwise; and they do the same thing to 
us. Probably the most important aspect of social 
interaction with regard to therapy is that it 
tends to set up circles of behavior. Like re- 
generation in radio or feedback mechanisms in 
engineering, an act of, let us say, love or hate 
initiates a chain of reactions to reactions, You 
show your fondness to a person and he is likely 
to respond by showing his fondness to you 
which stimulates you to an additional act of 
fondness to him, and so on. The therapist who 
treats the family as a unit must recognize and 
handle this social phenomenon. He must be 
aware of established patterns of social interac- 
tion and how they tend to resist change. He 
should utilize the concept as a way of produc- 
ing new patterns. In his contact with the 
family he should realize that he too is involved 
in the social interaction process, not only as he 
would be in the case of therapy with an in- 
dividual, but also in view of the chain of 
responses between family members in reaction 
to his behavior toward them individually. 
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AN ILLUSTRATION 


The following case illustrates how the con- 
cepts just discussed impinge upon the treatment 
of a family as a unit. The case was referred to 
me as a marriage counselor by a lawyer to 
whom Mr. and Mrs. White had gone for a 
divorce action, They both appeared at the first 
session with me with apparent reluctance and 
each told his story with ill-disguised animosity 
toward the other. 

Both came from impoverished Jewish fam- 
ilies, but Mrs. White felt that her family was 
superior to his in that they were more Ameri- 
canized, more affectionate and closer to each 
other, and had higher standards, She was born 
in 1908 in Russia and came to this country at 
the age of five. Her father was seventeen years 
older than her mother, who was never happy 
with him. She stated that although her father 
was quiet and gentle, he also was lazy and 
unambitious. She never could admire him and 
admitted that she really had no feeling for him, 
particularly in contrast to the very deep at- 
tachment she had for her mother for whom she 
felt very responsible. 

Mrs. White was never popular and she had 
few opportunities for marriage while she 
worked as a bookkeeper to help support her 
mother. Her marriage to Mr. White in 1930 
was mostly motivated by her desire to obtain 
more security for herself and her mother. She 
thought that the marriage was a mistake from 
the start. They always were in financial trouble 
and for that reason were compelled to live with 
her family for the first five years of their mar- 
riage. During this period there was considerable 
friction between her husband and her mother. 
Since that time they have lived in their own 
apartment where her mother visits frequently. 

Her specific complaints were that her hus- 
band was too blunt and aggressive. At times she 
was shocked by his manner which she attributed 
in a disparaging way to his family background. 
She thought he was overcritic } about the way 
she handled money and she resented his un- 
willingness to take her into his confidence on 
financial matters. She resented especially his 
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objections to her devotion to her mother. She 
professed a willingness to take some of the 
biame for their difficulties. She said that she 
used to be shy and passive until she became ac- 
tive in community organizations about ten years 
ago, at which time she developed more self- 
confidence; she thought that this might have 
had some effect on their relations. She also 
mentioned that their sexual relations had not 
been satisfactory, probably because of her own 
lack of interest. 

Mr, White was two years older than his wife. 
He was born in Massachusetts. He only had a 
grammar school education in contrast to his 
wife who had graduated from high school. He 
earned a very modest living as a meat inspec- 
tor for the government. He had little to say 
during the first session, but at the second session 
when he was alone, he exploded with com- 
plaints about his wife. He considered that his 
wife was too extravagant. He was sure that his 
income would be adequate if she handled money 
more efficiently. He complained that she paid 
no attention to his personal desires, refused to 
have sexual relations with him, and turned his 
two daughters against him. He was particularly 
critical of what he believed to be the over-de- 
votion of his wife to her mother. He described 
how his mother-in-law never showed him any 
consideration, not even knocking to enter his 
bedroom when he lived in her home. He ob- 
jected to being compared unfavorably by his 
wife with her “successful” brother and being 
sacrificed to the wishes of his mother-in-law, 
who he claimed dominated his wife. 

Two subsequent sessions with the wife alone 
revealed certain assets in the situation. Both 
spouses were affectionate toward their daugh- 
ters and were very interested in their welfare. 
Secondly, the husband was really earning 
enough money to support the family. Thirdly, 
the wife possessed a great deal of intelligence. 
Finally, and very importantly, neither spouse 
really wanted a divorce. The reasons given by 
Mrs. White were that she was afraid that di- 
vorce would harm the future of their children, 
that she was afraid of being lonely, that she 
loved her husband, and that she was afraid of 
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social pressures and greater economic stress. Mr. 
White held most of these same attitudes. 

By the end of the third session it seemed that 
the most effective approach could be made 
through Mrs. White, who combined a stronger 
desire to prevent divorce with a greater intelli- 
gence than her husband. Accordingly, the next 
session with him alone was devoted to sustain- 
ing his self-esteem and preparing the way for 
his greater receptivity for what his wife might 
do. 

During the next two sessions with Mrs. 
White alone, a direct appeal was made to her 
intelligence and to her desire to maintain the 
marriage. It was pointed out to her how 
threatened she was by the way her husband 
repeated her father’s pattern. She was shown 
how her husband tried to compensate for his 
sense of inadequacy by infantile bluster and 
aggression. This reduced her own feelings of 
being threatened and allowed her to see how 
she managed to attack her husband's sense of 
status as a husband and father, how she dis- 
paraged him to her daughters, withheld sex as 
4 weapon, used unfavorable comparisons be- 
tween her husband and her brother, and made 
him play second fiddle to her mother. At the 
same time, her husband’s strong points were 
emphasized and suggestions were made as to 
what she could do to take advantage of them. 

An example of the latter dealt with a sum- 
mer cottage her husband had built by himself. 
It had turned out to be more expensive than 
anticipated, a fact that upset both of them. 
Nevertheless, it was his great joy. Mrs. White 
had refused to show any interest in the cottage, 
frequently reproached Mr. White with its ex- 
pense, and complained bitterly when he wanted 
to spend a Sunday working on it. At the coun- 
selor’s suggestion, she offered to visit the cot- 
tage with him. He was startled, but shortly 
afterward he suggested to her that they visit 
her mother. She, in turn, was equally startled; 
her response, as she was able to see later, was 
to offer to have sexual relations with him for 
the first time in months, 

Both daughters were seen individually, From 
them the counselor was able to obtain addi- 
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tional information which helped to evaluate 
the validity of information already furnished by 
their parents. Both girls loved their parents and 
felt loved by them. In the main, they were con- 
fused and unhappy about the marital relation- 
ship. They were reassured that something was 
being done to improve the condition at home. 
Their own positive attitude toward the counselor 
served to reinforce the willingness of their 
parents to cooperate. 

At a subsequent session with both spouses, 
Mr. White thought that things seemed to be 
going very well. There were occasional difh- 
culties but they could be corrected with “a wee 
bit of talk.” He considered his wife to be less 
tense and less “screeching.” He realized that 
she was trying hard to improve matters. He was 
extremely pleased that she had been annoyed 
on one occasion recently when her brother had 
refused to visit their cottage. This made him 
feel that his wife was on his side, Mrs. White 
had much less to say during this session, but 
she seemed to be quite pleased with her hus- 
band’s comments. 


CONCLUSIONS 


The account of this case has been consider- 
ably abbreviated with many details omitted, and 
a discussion of it can only touch upon some of 
the major points pertinent to the subject of this 
paper. To begin with, by talking with all the 
members of the family the counselor probably 
was able to obtain more reliable information 
about the situation than would have been pos- 
sible had he spoken to only one member. This 
was very helpful in the guidance of his own 
actions. However, he had to be very careful to 
avoid the pitfall of challenging what one said 
by using statements furnished by the other. Such 
a mistake can have two undesirable results, The 
first would be a reduction of confidence in the 
counselor and a concomitant greater reluctance 
to speak freely. The second would be that either 
party might use such revealed information as 
the basis for new hostile exchanges. In this 
case it was helpful to know, for example, that 
Mrs. White was not really extravagant, that 
Mr. White's income was adequate, that Mrs. 
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White did disparage her husband by comparing 
him with her brother, and that the daughters 
were fond of both parents. 

Of great importance is the realization that by 
treating the family as a unit the counselor was 
in a better position to understand and to in- 
fluence the social interaction process. By hav- 
ing access to the thinking of both M:. and 
Mrs. White it was easier for him to evaluate 
the effect of any given act. Not only did he 
know what a certain piece of behavior meant 
to one party, but also what meaning it had to 
the other. He could discover attitudes in both 
Mr. and Mrs. White that they had not re- 
vealed to each other. For example, Mrs, White 
never realized how her success in organizational 
activity threatened her husband's self-esteem. 
Nor did she know how much her husband had 
resented her mother’s intrusion on his privacy 
when they were living with her. When it be- 
came apparent to the counselor that Mrs. 
White's sexual coldness was a link in an inter- 
action chain of retaliations, he was able to 
initiate through her a new social interaction pat- 
tern that affected this factor favorably. Specifi- 
cally, this was to encourage her to show more in- 
terest in the cottage built by her husband. =, 

By dealing with the family as a unit, the 
counselor could strengthen the relationship be- 
tween both spouses and himself through his 
contact with the daughters. He also was able to 
select the family member as the main fulcrum 
for therapy whom he felt offered the greatest 
potentialities—in this case Mrs. White. Also 
he could facilitate adequate responses on the 
part of each to changes in behavior in the other 
by preparing them in anticipation of such 
changes, It was just this kind of preparation 


that paved the way for Mr. White to suggest 
paying a visit to his mother-in-law in response 
to Mrs. White's offer to visit the cottage. 

Treatment of the family as a unit also fur- 
nished motivation that was engendered by satis- 
factions obtained from membership in the 
family as a social unit. It also served to point 
up and to handle more easily the important fact 
that Mrs. White's reason for marriage was not 
compatible with some of the functional requi- 
sites of the marriage itself. More specifically, 
Mrs, White had a goal oriented more to the 
care of her mother than to the welfare of her 
husband. This, in turn, brought up the whole 
matter of role expectations and the resulting 
need for re-education in this area. 

The counselor has alluded only in passing to 
the psychological dynamics of this case. It cer- 
tainly is not-his intention to belittle their im- 
portance. Indeed, he assumes that their vital 
significance in the handling of any case is taken 
for granted, and he omitted discussing them be- 
cause he wanted to emphasize those factors that 
arise when the family is treated as a unit. Such 
factors are primarily of a social nature. They 
originate in the social system of the family. They 
are determined by the needs of the social sys- 
tem itself and by the ways that the members of 
that system can satisfy their individual needs by 
participation in it. Furthermore, one of these 
factors is the social interaction process which is 
integral with such participation. In brief, treat- 
ment of the family as a unit means that the 
therapist must be aware of new dimensions, 
beyond the psychological dynamics and dimen- 
sions, that he must handle in such a way as to 
minimize their disadvantages and to maximize 
their advantages, 





Aged Need Interests 


“More important than any other single fac- 
tor is the old person’s need for a community of 
interests. Nature seems to have ordained that 
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those who abdicate from life socially will soon 
abdicate from life physically.” (Dr. Edmund V. 
Cowdry, in Time, July 23, 1956, p. 55.) 
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The Health Needs of Older Peo, se 


OLLIE A. RANDALL* 
New York City 


THE health needs of older people ate basically 
the same as those of people of any age. These 
are the prevention of disease, sound diagnosis 
of illness, and proper treatment, followed by 
rehabilitation or rehabilitative therapy. The em- 
phasis is likely to be on diagnosis and treatment 
of illness in today’s approach to the health prob- 
lems of the aged, either by individuals them- 
selves or by others. But perhaps the primary 
needs are public recognition of the efficacy of 
treatment of disease in old people, even cure 
at times, if they are given the same care and 
consideration accorded to people in other age 
groups. Therefore, it may be well to stress the 
importance of knowing and understanding old 
people and the willingness to help them meet 
their own requirements by bringing to bear upon 
their needs what is known in medical, nutri- 
tional, and other sciences. To do this calls not 
only for facts about who the older people are, 
what they are like, and bow they can be helped, 
but an understanding of the relevance of these 
facts in maintaining health and improving it 
whenever possible. Since a great proportion of 
the physiological and physical problems are 
enhanced or discounted by the degree of emo- 
tional involvement in the situation, appropriate 
action can be taken only after considering the 
person's physiological, physical, and emotional 
needs. 


Wuo Are THE AGED? 


The aged are usually thought of as people 
who have lived long enough to be classified by 
the census and. the public at large as old, be- 
cause they have reached sixty-five or more years 
of age. This is, however, the only absolute they 
have in common. Most of them have lived a 
long time, if not all of their lives, in this coun- 
try. They have lived in a rapidly changing in- 

* Miss Randall is the Chief Consultant in Services for 
the Aging in the Community Service Society. 
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dustrial world which has produced much in 
their favor; but at the same time it has created 
an environment not particularly favorable to 
old people, and at times even actually inimical 
to them and their interests. They have lived in 
an economy in which they have had to exchange 
the right or privilege of being rugged individu- 
alists, as their forefathers presumably were, for 
the right or privilege of being individually 
rugged at a much later period of life than their 
forefathers could hope to be. This has produced 
two groups of so-called old people. Many per- 
sons from sixty-five up to even eighty years of 
age are old only in terms of the count of their 
years, for physical vigor is still theirs. But there 
are many aged persons for whom the accumula- 
tion of the years has brought the infirmities, ill- 
nesses, and handicaps which a century ago came 
earlier to their ancestors, if indeed they sur- 
vived to endure them at all. The majority of 
this latter group are women who are widowed 
or single and many of them are living alone. 

No comment on who the aged are can be 
made without reference to the differences that 
exist among the individuals in this broad and 
far-too-general category. There is no uniformity 
of needs or their response to them. However, 
one can list the kinds of situations which older 
people may expect to encounter. These include 
loneliness, idleness, reduced income, gradually 
reduced health, and the lack of living arrange- 
ments suitable for their reduced health and avail- 
able within their reduced incomes. The presence 
or the absence of these has its impact upon the 
health status of the person. 


SpecIAL ASPECTS OF HEALTH NEEDS 
OF THE AGED 


There can never be enough stress placed upon 
the necessity for the older person, his family, 
and others who may have the responsibility for 
him to keep always in the forefront of con- 
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sciousness the fact that his health needs are the 
same as those of others. We must discard the 
old wives’ tale that certain aches, pains, and 
illnesses are the natural consequences of old 
age and that little can be done about them. 
According to Dr. Ernst Boas, a great physician, 
nothing should be taken for granted about the 
situation of the older patient. We tend to think 
of illness as an inevitable concomitant of old 
age because it is difficult to recognize symptoms 
early enough to assure successes of treatment. 
For this reason, even apparently minor com- 
plaints, which we tend oftentimes to minimize 
when made by younger people (probably un- 
wisely), cannot safely be dismissed when made 
by older people. “Prevention” in the case of 
older people seldom means the prevention of 
the occurrence of illness. Rather it means that 
prompt and correct diagnosis, with right treat- 
ment given at the right time and in the right 
amount, and well planned restorative therapy 
may result in a self-directing, competent person 
throughout later life. On the other hand, lack of 
these may leave a person handicapped by an 
acute episode which has been allowed to lapse 
into a chronic illness or chronic invalidism 
which will require through his remaining years a 
great deal of personal and nursing service, if 
not active medical care. 

One explanation for the burden of chronic 
illness which elderly people are carrying today 
is that they did not have the advantages of 
medical care of the quality and quantity now 
available, Many of them do not seek the help 
they could get today because of lack of experi- 
ence with medical care, or fear of what they 
may learn, or lack of funds with which to meet 
the doctor's fee. Another explanation may be 
the belief that old age and chronic illness are 
synonymous. This is not necessarily so. In fact, 
it is so far from the truth that unremitting effort 
should be devoted to exploding this misconcep- 
tion; but this is not easy in the face of the fact 
that the greatest proportion of chronic invalids 
are persons who are over sixty-five years of age. 

There are many hopeful signs on the horizon 
for reducing the severity and the duration of 
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disease in old age. Perhaps the worst aspect of 
illness in the later or the last years of life is the 
fact that it is likely to be of a long-term nature. 
And this makes demands upon the patient, his 
family, and the human and financial resources 
of both, as well as upon those of the community, 
which may be so great that it may seem to make 
provision of humane and sound scientific care 
almost impossible in many cases. 

Another misconception, which in large meas- 
ure determines attitudes toward older people, 
is that a natural consequence of a long life is to 
become “‘queer’’—to become mentally confused, 
to behave abnormally, or to revert to childish 
ways. This idea may well account for the fact 
that older patients are not rescued from the kind 
of oblivion into which many of them escape. 
We are learning much about emotional nuances 
of illness, Even in the so-called mental illnesses, 
there is genuine hope that we can find physical 
bases in the potential of chemotherapy. We may 
be able in the future to defer if not prevent 
much of the financial and social cost of human 
misery at present sustained by patients and 
their families because we do not know how to 
care for them. Current practices of hospitaliza- 
tion and isolation from normal life of those 
whose behavior seems to call for such drastic 
measures may be greatly modified. 


WHAT ABOUT THE PERSON 
AND His FAMILY? 


The primary responsibility for a person's 
health rests upon the individual himself, so 
long as he is mentally and physically competent 
to assume that responsibility. But since the indi- 
vidual or his family may lack the education or 
knowledge to meet this responsibility, the best 
advice anyone can give an older person is to 
suggest that he use fully the services of his doc- 
tor. If he does not have one, he should get one, 
and preferably a private physician. If this is not 
within his means, he should secure the services 
of a diagnostic clinic from which he can be 
referred to other services he may need, as he 
can by his own physician. Many older people 
listen to radio and television statements about 
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the many nostrums on the market for all the 
ailments that beset the human body; they treat 
their own symptoms; they buy glasses at the five- 
and-dime store. Such practices are fraught with 
dangers for future ill health and disability which 
cannot be overestimated. 

The second best advice is to be sure that the 
doctor or the clinic believes in thorough medical 
or health examinations at regular intervals. In- 
cipient illness may then be detected and serious 
developments may be prevented. Older people 
and their families should realize that old age is 
not only a time when certain degenerative 
processes take place in the body, but that under 
favorable conditions it can be a period of growth 
and development. It is well known that families 
use every effort to have periodic examinations 
of their children. They recognize the necessity 
for this at the beginning of life when illness is 
less likely to occur than in adulthood; they 
often fail to recognize the even greater need for 
this practice at the other end of life, when 
illness is much more likely to occur and its 
effects to be serious, if not fatal. This is not 
meant to imply that we should relax in our 
pediatric program of health care, since it is this 
excellent program which has made it possible 
for so many more of us to have more years of 
life. We must begin to realize, however, the 
essentiality of a similar program—not quite so 
intensive but just as regular—throughout all of 
life, if we are to enjoy to the fullest degree the 
extra years we have gained. 


NUTRITIONAL ASPECTS OF HEALTH 


The increased knowledge of good nutrition 
in children has produced a much healthier race 
of young adults, although we still have a long 
way to go to have this knowledge sufficiently 
widespread to make it affect all cf young 
America. The application of the basic knowl- 
edge of nutrition is benefiting adults also, not 
only from the standpoint of prevention, but be- 
cause of the therapeutic values of sound nutri- 
tion. We now realize that it is not only the 
actual food intake and its character that are 
becoming better understood, but that the physi- 
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cal and emotional conditions of living and the 
atmosphere in which the food is eaten are also 
important. However, the idea persists to an 
amazing degree that as one gets older one not 
only needs less food to sustain life, but less 
food of certain quality. Balanced diets con- 
tribute to balanced living and a good measure 
of health, no matter what one’s age. The dra- 
matic results of continued nutritional therapy 
for many elderly patients, long bedridden in 
hospitals or at home, give convincing evidence 
that a diet of “toast and tea” has condemned 
many older people to almost interminable in- 
validism or an unnecessarily early death. 

We are also learning that congenial compan- 
ionship at mealtimes promotes good digestion 
and ultimately better health. Eating with others 
who are glad to have the older person there is 
an excellent therapeutic measure, in contrast 
with eating alone from a tray in a bedroom. The 
pleasant atmosphere may be as conducive to the 
good use of food and drink as the food and 
drink themselves. There is no need to repeat 
here the numerous scientific statements available 
regarding the calories, vitamins, and other ele- 
ments vital in a sound dietary for most older 
people. The fact that needs to be emphasized is 
that the nutritional program for older people is 
essentially the same as for other adults, although 
it may require some adaptation to the changing 
physical condition or in the presence of illness. 
This needs to be understood much more clearly 
than it is today by older people and those re- 
sponsible for them. 


THE ROLE OF THE FAMILY 


It has been said that the family is the setting 
in which mental health can best be maintained, 
but to accomplish this in the case of older peo- 
ple requires “some doing” in this day and age. 
Social and economic changes have brought at 
least superficial changes in family mores, al- 
though the fundamental character of this basic 
unit of society remains. Intellectual and emo- 
tional acceptance of the validity of these changes 
and a willingness to meet them contribute to 
the affectional family ties which in the long 
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run bind our society together. But this is no 
easy task for the older people, their families, 
or society as they are caught up in the sweep 
of social forces. 

The distribution of funds for financial sup- 
port between generations is undergoing drastic 
change, and the source of such support is also 
quite different in many instances from what it 
was fifty years ago, or indeed even twenty-five 
years ago, The effects of industrialization and 
urbanization as casual factors are evident, but 
it may be difficult to interpret these in the daily 
lives of families. However, the mental health 
of the older people and of their adult children 
may depend upon their understanding the causes 
of the changes and the need for meeting them 
without holding too grimly to outmoded ideas 
of family life. This is essential if we are to 
create conditions which will not destroy the 
ideas and ideals that have made for family soli- 
darity over the centuries. The goal of families 
and of communities desiring a socially sound 
and mentally healthy environment for all mem- 
bers, no matter what their age, should be to 
accomplish this even when different generations 
inust live in different households and perhaps 
in different parts of the country. 

A longer life in which retirement from active 
business or professional life is becoming a rela- 
tively frequent experience may create new ten- 
sions in the life of the retired couple as well as 
the family in which they live with the younger 
people. We must acquire a new technique and 
new resources in the community to relieve the 
necessity for the continuous presence of the re- 
tired husband in the home, which until his 
retirement had been a place to eat and sleep 
and spend a few hours a day, and not a place to 
spend twenty-four hours a day. 

But what is most needed is understanding, 
whether in the home of the couple newly united 
by retirement or in the home housing several 
generations. And understanding is more than 
tolerance, because tolerance implies that there 
is something not quite acceptable to tolerate! 
Understanding can bring with it a mutuality 
of interest and a common aim which will con- 
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tribute to the emotional as well as the material 
well-being of family members, so that the older 
person is not obliged to retreat from the reality 
of his situation. 


ILLNESS 


Acute illness, whether in youth or age, begets 
prompt and sympathetic attention. The re- 
sources of the family and the community can 
usually reduce or eliminate the seriousness of 
the situation, Patients, relatives, and others can 
ordinarily sustain for the duration of acute ill- 
ness the level of concern which may be a cru- 
cial factor in treatment. The inevitability of a 
fatal outcome of acute illness in later life has 
been largely eliminated, but in many communi- 
ties it may be difficult to secure hospital or other 
institutional care for elderly patients because of 
lack of interest or because of the threat of the 
chronic stages of illness which may follow. This 
difficulty exists despite current figures which 
demonstrate that today at least 75 per cent of 
the elderly patients admitted to general hospitals 
ate discharged alive—a marked change from the 
situation in the early part of the century. 

Chronic illness is considered to be that in 
which disability or invalidism exists for a pro- 
tracted period or until death, but in which 
active medical care is not continuously required. 
When the patient requires a great deal of per- 
sonal service and nursing is more important 
than medical care, certain problems tend to 
arise. It is difficult if not impossible for the 
family, the doctor, or the staff of the hospital or 
nursing home to maintain the same high level 
of concern which characterizes their relation- 
ships to the patient during acute illness of short 
duration, This aspect of chronic illness is the 
most critical problem for patient, family, and 
community. How can it best be solved ? 

No solution can be reached until we realize 
that frequently it is the younger members of the 
family who are the real victims of the illness. 
The financial cost of giving constant personal 
service of arranging for it, frequently at the 
expense of family needs and enjoyment of liv- 
ing, cannot be ignored. 
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Moreover, there is likely to be erosion of 
family relationships, which can never be whoily 
obliterated, as a result of prolonged illness of 
older persons. The adult children may be guilt 
stricken when it becomes necessary to arrange 
for the care of the father or mother or other 
relative in a hospital or a nursing or boarding 
home; and the older person is resentful because 
of lack of understanding of the situation. 

To be satisfying, organized community serv- 
ices should approximate as closely as possible 
the desirable aspects of a friendly home atmos- 
phere, and at the same time provide the care the 
patient needs but which probably cannot be 
given so well at home. Also, older people 
should be helped to understand for their own 
peace of mind that the care which is best for 
them can nowadays be found in a good nursing 
home rather than in a hospital, where there can 
be little continued interest in the patient whose 
condition does not change dramatically enough 
to capture the attention of the medical and 
nursing staff. But at best the monotony of rou- 
tine care is hard for both patient and those who 
care for him. The one hopeful note is that we 
now have new ways of looking at patients and 
of doing things for them, and these are just as 
applicable to older patients as to any others. 

Mental illness is receiving more attention 
today than ever before and new insights are 
developing with respect to its causes and meth- 
ods of prevention and treatment. Senescence 
(normal aging) may bring such senile changes 
that behavior becomes unconventional and there 
may be actual mental illness. It appears that such 
deterioration may at least be delayed if not 
prevented if certain procedures are followed. 
If the regimen of balanced activities and inter- 
ests is established before the onset of the period 
known as “old age,” there .s more chance that 
the shift of emphasis from one pattern of life to 
another can be made with less detriment to the 
over-all balance. But even if this has not been 
done, the chances are still good for a rewarding 
old age if absorbing and time-consuming inter- 
ests are developed later on. It is also important 
that the attitudes of those surrounding the older 
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person do not deflate his estimation of himself. 

Even when changes in behavior are the result 
of physical brain damage, there is still hope for 
improvement over conditions that existed in the 
past. The outlook for these people is becoming 
less frightening as we experiment with family 
living for mentally ill patients and with less 
restrictive institutional care. 

The provision of facilities and services in the 
community to provide for institutional care of 
older people, of the chronic enfeebled invalids, 
and of those with such a degree of senility that 
they require supervision is a problem in urgent 
need of solution. This will mean adequate funds 
and a staff trained to carry out the programs 
designed for service and care, which will enable 
older people to realize as fully as possible their 
own desires as to how and where they will live. 

The development of the home care programs 
for hospitals and visiting nurse services, as well 
as the foster home and family placement pro- 
grams for older people who have no homes or 
cannot be cared for in their homes, should be of 
immeasurable assistance in solving the problem. 
But to attain its potential value, we shall have to 
scrutinize closely the provisions made for hous- 
ing and care and the coordination of community 
services to insure flexibility in the use of the 
services the community offers. What use is a 
home care program if homes are unsafe and 
unsanitary? What use are foster homes and 
family placement programs if there is not 
enough skilled watchfulness to make changes 
when changes in the older person's health occur? 
Old age is not a static period; it is a dynamic 
one in which changes can be for the better or 
for the worse. They can only be for the better if 
the community leadership is convinced of the 
desirability and feasibility of underwriting good 
health for the growing proportion of older 
people in the nation and recognize the genuine 
economy of it. Perhaps there can be improve- 
ment only when each of us realizes that it is 
up to us. 

REHABILITATION 

The vast majority of older persons who are 

invalids are those who have suffered from some 
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cardiovascular accident or a cerebral hemorrhage 
or are crippled by arthritis. In past years hospi- 
tals, nursing homes, homes for the aged, and 
family homes which made a business of caring 
for the helpless and bedridden patients merely 
attended to the physical needs of the patients 
and awaited the day of release from imprison- 
ment of a soul in a crippled or paralyzed body. 
But today the so-called fourth phase of medicine 
—rehabitation—is receiving the attention it de- 
serves since its recently acquired prominence in 
World War II. The use of restorative therapy 
for older patients who are afflicted with handi- 
caps following illness is not so routine as it 
should be. Perhaps this is because many people 
believe that their is little hope for older people; 
perhaps it is because gadgets and special tech- 
niques ate needed which few people have or 
know how to use. 

Close observation of controlled experimenta- 
tion with older patients in a number of different 
centers leads to a genuine optimism. Even dis- 
abling illnesses of long standing have yielded 
to the skilled, constant care which has empha- 
sized the abilities remaining to the person, 
rather than his disabilities, and has taught their 
renewed application. There is nothing miracu- 
lous about this; it is merely the timely applica- 
tion of what we now know to what were once 
baffling situations. We utilize the will and 
willingness of the patient to live as fully as he 
can so that he becomes an active partner in the 
therapeutic program; and we capitalize upon 
the unwillingness on the part of others to rest 


on the ignorance of an earlier era in the care 
of patients who deserve whatever opportunity 
can be given them to preserve as much as possi- 
ble of their human dignity under undignifying 
circumstances. The goal of all social and health 
services was succinctly and simply phrased by 
Miss Ruth Hubbard, the late director of the 
Philadelphia Visiting Nurse Service, as ‘making 
it possible for the patient to do as much as he 
can, as well as he can, for as long as he can.” 
When this objective is realized, both physical 
and mental health of older persons is bound to 
be maintained at a higher level than was once 
possible. 

Perhaps we shall attain the mentally and 
physically healthy old age we desire for our- 
selves and others when we appreciate that life— 
the greatest gift granted to us by a power higher 
than man—is a gift beyond price. 
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Longer Length of Life 


Americans born in 1954 could expect to live 
an average of nearly seventy years (69.6 for the 
total population). This compares with a life ex- 
pectation of less than fifty years (49.2) in 1900, 
which means that there has been an increase of 
more than 40 per cent since the turn of the 
century. White females could expect to live 
73.6 years on the average (in 1954), as com- 
pared with 67.4 years for white males, a differ- 
ence of more than six years, Nonwhites showed 
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lower life expectancies than whites, but higher 
percentage gains over time. Prolongation of life 
has resulted largely from the declining death 
rate due to man’s control over the infectious dis- 
eases; future gains will depend upon success 
in preventing or postponing the ailments of 
middle life and old age, particularly heart dis- 
ease and cancer. (From Statistical Bulletin, 
Metropolitan Life Insurance Company, Vol. 37, 
June, 1956, pp. 4-7.) 
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The Impact of Chronic Illness on Families 


HOWARD A. RUSK, M.D., AND JOSEPH NOVEY, M.S.W.* 
New York City 


Curonic illness, by its range and diversity, 
touches upon the family at every point and con- 
tributes to family problems of every descrip- 
tion. Its primary focal points within the family 
are financial and emotional. Protracted medical 
costs, reduced earnings, nursing home charges, 
and other economic strains result in serious 
problems for the vast majority of families in 
which one or more members has a chronic ill- 
ness. Equally clear are the emotional implica- 
tions for the family when one of its members is 
‘permanently disabled, often in pain, and no 
clear termination to the situation is in sight, 

Generalizations concerning the social factors 
related to chronic illness or the problems of 
housing, inter-personal ‘relationships, and the 
needs of other family members have little real 
value. The only valid approach, in the last analy- 
sis, is to individualize each family in terms of 
its own situation and needs. 

Chronicity has been defined in terms of the 
length of illness, recurrence, resistance to cure, 
and severity; indeed the view has been taken 
that, unless the patient can be materially im- 
proved by medical care, those who are severely 
ill should be classified as custodial rather than 
chronically ill. Problems of definition may be 
academic insofar as the family is concerned; 
but it is of great professional importance to 
know what it is we are talking about, in order 
that help may be specific and useful. . 

No adequate definition for chronic illness has 
yet been formulated and consideration of the 
reasons for this failure will yield much insight 
to the problems inherent in defining and cir- 
cumscribing the amorphous areas of pathology 
included in the so-called chronically ill. At the 
same time light may be thrown on the effects on 

* Dr. Rusk is Professor and Chairman of Physical Medi- 
cine and Rehabilitation in the Bellevue Medical Center, New 
York University, and Mr, Novey is the Assistant Director 


of the Geriatric Rehabilitation Service of the Goldwater Hos- 
pital. 
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the family when illness interferes with its nor- 
mal functioning over a prolonged period. 

The major reason for the difficulty in defin- 
ing chronic illness lies in the whole complex of 
conditions and circumstances which are involved 
in this type of illness, whether it be physical or 
mental. Enumeration of a few examples will 
demonstrate by their range and diversity the 
typological problems which are present, The 
patient in each example listed suffers from what 
would be classified as a chronic illness. Obvi- 
ously, the list could be extended endlessly. 


Five year old child with severe cerebral palsy in 
a working-class family in which there are two 
other children; 

Improverished hemiplegic widow, sixty-seven 
years old, living in a small apartment with her 
daughter and son-in-law and two young grand- 
children; 

Borderline schizophrenic adolescent, who is the 
only child in a wealthy professional family; 
Father, thirty-seven years old, with progressive 
multiple sclerosis, who has five minor children; 
Periodically institutionalized mother of four who 

suffers from manic-depressive psychosis. 


‘Consider the enormous variety of medical and 
socioeconomic implications in the five illustra- 
tions cited. In addition to the inherent differen- 
ces in the broad categories selected, there are a 
number of individual factors which will vary 
with each personal and family situation, The 
severity, nature of symptomatology, degree of 
disability, and prognosis will all contribute to 
the ultimate picture from the standpoint of 
medical care. Other factors, such as economic 
resources, physical and emotional strength and 
weaknesses, living space, and availability of 
professional and community resources have so- 
cioeconomic implications. 

The traditional generalizations about chronic 
illness have outlived their usefulness, and the 
entire area subsumed under the term is being 
re-examined and analyzed in greater depth than 
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ever before. It is no longer considered desirable 
to generalize about the economic, physical, inter- 
personal, or psychological implications of 
chronic illness. What is needed is a more pene- 
trating understanding of what is involved in 
long-term illness. We need to know the specific 
type of illness, its effects upon the patient and 
those who care for him, and what can be done 
to alleviate these effects when such illness is 
an unavoidable reality. 

For example, the distinction should be made 
between long-term illness and long-term dis- 
ability. The implications for the family are quite 
different when a member is in constant need of 
medical care than they are when a relatively 
static type of disability exists. Residual disabili- 
ties from poliomyelitis range from indiscernible 
trifles to total incapacitation. Between these two 
extremes are found a variety of conditions, each 
of which presents the family with different 
kinds of problems. 

When poliomyelitis leaves the patient with a 
fixed moderate disability which does not too 
severely interfere with ordinary living patterns, 
the problem for the patient and his family is 
primarily psychological. If, however, the patient 
is fully incapacitated as a result of bulbar polio- 
myelitis, unable to look forward to a normal 
pattern of living, and in continuous need of 
medical care, the family faces an altogether 
different situation. 

Between these two extremes there is every 
degree of gradation. It is possible, however, to 
discern the broad patterns into which various 
patients fall. One criterion is the amount of 
medical and nursing care needed. Another is 
the degree of interference with mobility and 
self-care, If the patient is able to walk about, 
to get in and out of bed alone, to feed himself, 
to use the toilet alone, to wash and dress him- 
self, then obviously the problem for the family 
is sharply reduced, To the degree that any of 
these functions is limited or absent, the problem 
takes on different dimensions. 

Likewise the capacity of younger patients to 
be educated, to prepare for a vocation, and to 
contemplate marriage and a family is a major 
factor in determining the complexion of the 
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problem for his family. For patients of any age, 
the sheer burden for the family in financial and 
in psychological terms is related to the degree to 
which normal living patterns are destroyed. 

Static disability must be differentiated from 
active long-term illness. Some illnesses may 
settle into a state of relatively static disability, 
after passing through an acute phase. The hemi- 
plegia resulting from a cerebrovascular accident 
is often typical of this class. Whether every 
static disability should be labeled as illness 
would depend upon one’s definition of illness. 
If we mean a departure from good health and 
optimum functioning, we would be correct in 
counting every disability as illness. On the 
other hand, if the definition of illness is limited 
to deviations from good health more narrowly 
defined, then many functional disabilities would 
not be included. For example, a very high 
double amputation of the lower extremities in 
an otherwise healthy person need not necessarily 
be considered an illness, Nevertheless, the prob- 
lems: which such a person brings to the family 
are no less real. They are, however, very differ- 
ent problems. The pain and discomfort which 
an ill person may suffer are a particular emo- 
tional drain on both the patient and his family, 
whereas long-term disabilities are not necessarily 
accompanied by either pain or discomfort, ai- 
though they may be. 

The effects of chronic illness on family func- 
tioning will vary to a large extent with such 
factors as age, family structure, economic cir- 
cumstances. and which family member is ill. If 
it is one co the parents, either the income or the 
homemaking function is seriously disturbed. At 
the same time there are apt to be drastic effects 
upon the family climate, on which the person- 
ality development of children is dependent. If it 
is a child, the poignancy of family feelings is 
apt to be complicated by feelings of guilt, frus- 
tration, anger, and love. If it is a grandparent 
or some other relative in the home, the effects 
will be primarily related to the capacity of the 
family to adjust to the difficult circumstances 
which often present themselves. The effects will 
depend upon the attitude toward the ill person, 
the severity of the illness, the degree and type 


May, 1957 





of care needed, the personality of the ill person, 
and the resources of the family. 

While it cannot be said that financial strain 
bears an absolute relationship to chronicity, be- 
cause brief illnesses may be costly too, it is true 
that long-term illnesses constitute a financial 
burden which is often heavy and is frequently 
unbearable, The economic effects will depend 
upon who is ill, the nature and severity of the 
illness, and whether care can be given in the 
home or only in a nursing home or hospital. If 
the wage earner is incapacitated, the family 
usually faces an early crisis; if it is a child who 
is ill, the economic problem is different, but it 
is no less real. If the patient can be cared for 
at home, direct costs may be low; but if a nurs- 
ing home is required for long-term care, there 
are few families which can carry the burden for 
long. In New York City, for example, place- 
ment in a nursing home would cost from $50 to 
$150 a week. 

The effects of chronic illness on the patient 
and his family are as diverse as the range of 
illness and of personalities. Adjustment to long- 
term illness is a function of personality, to a 
large degree. And there is no direct relationship 
between the ability to make constructive adapta- 
tions and the severity of illness. Reactions to 
long-term illness reflect the personality patterns 
of patient and family alike. Wholesome, un- 
neurotic individuals and families are likely to 
meet this challenge with realistic adaptations 
in an atmosphere of love. Those who are less 
well adjusted can be expected to react with 
bitterness and varying degrees of disorganiza- 
tion, But the sheer physical, emotional, and 
financial strains are bound to have their effect in 
any situation. Even the healthy personality must 
make readjustments, and this is frequently pos- 
sible only with help. This is especially true in 
catastrophic situations, where depression can be 
considered normal behavior. 

Physical suffering may or may not accompany 
long-term illness. When it does, it may range 
from a trifling inconvenience to unbearable pain. 
The range of physical or mental disability may 
be equally great. The bedridden, incontinent 
patient presents a far different problem to him- 
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self and to others than does the ambulatory 
patient with controlled elimination. Varying 
degrees of regression and helplessness accom- 
pany chronic illness and they tend to provoke 
resentment, no matter how well it is masked. 
Previously existing attitudes of rejection may 
be accentuated or complicated by feelings of 
guilt. 

Insofar as their effects on the family are con- 
cerned, the distinctions between long-term physi- 
cal illnesses and those which are primarily men- 
tal may or may not be marked, Despite the 
progress in public understanding of the amoral 
nature of emotional and mental illness, there is 
still likely to be a greater feeling of failure and 
shame in such cases than when physical and 
organic illness occurs. The usually more insidi- 
ous growth of psychological illness carries with 
it the implications of gradual personality 
changes which may disturb family relationships 
long before specific pathology is identified. 

Another facet of the problem of mental ill- 
ness is the situation that exists when the severe 
psychoneurotic or the non-institutionalized psy- 
chotic continues to live with the family. Here 
again the effects may range from the creation of 
an unwholesome environment to the total de- 
struction of the fabric of family life. 

The provision of free facilities for mental 
and tubercular patients reflects the recognition 
of the necessity to protect the public as well as 
the patient. This serves to re-define the problem 
for the patient's family. A place is provided for 
the patient to live, but is the care adequate? 
This question is particularly pertinent for men- 
tal patients since, despite the improvement’ of 
standards and therapy in state mental hospitals, 
the use of intensive therapy is rarely comparable 
to what the family might have purchased from 
private sources. Thus while the financial strain 
is relieved, the feelings of impotence and often 
of guilt are not. 

Because custodial care, if not good psychiatric 
care, for mental patients can be obtained, this 
makes for many changes in how families are 
affected by mental illnesses and in what they 
are able to do for the mentally ill member of 
the family. This, however, does not solve the 
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many problems which arise when the patient is 
removed from the family scene. 

The older members of the population are of 
particular importance in any consideration of 
long-term illness. Since 1900, the number of 
Americans over sixty-four years of age has 
quadrupled while the total population has in- 
creased twofold, And it is among this older 
group that the highest rates of chronicity occur. 

In a setting in which youth, energy, and pro- 
ductivity are most prized, age and weakness are 
unconsciously and often openly deprecated. The 
urbanization and industrialization of a previ- 
ously rural society has set off a chain of reactions 
which weakens the position of the older person. 
Sudden and compulsory retirement, small apart- 
ments, population mobility, and the general 
weakening of family ties are a few of the factors 
which have increased the problems for older 
people and their families. When illness and 
disability are added to normal senescence, the 
stress and strain on family relationships is inten- 
sified. 

A classic picture of a not unusual situation 
today is presented by a family consisting of 
husband, wife, and two or more children living 
in small quarters, The changing mores may have 
placed a given standard of living ahead of a 
sense of love and responsibility for an aging 
and ailing parent, The daughter-in-law or the 
son-in-law may rebel against assuming an un- 
asked for responsibility. Conflict may arise be- 
tween the children and the older person. The 
ordinary tensions of family living may be 
brought to the breaking point by the weight of 
the extra burden, 

Where can the family with a chronically ill 
member be directed for help? This question can- 
not be answered meaningfully until there has 
been an analysis in depth of the particular situa- 
tion. Social diagnosis must include considera- 
tion of the strengths and weaknesses of the pa- 
tient, his family, and the community. 

‘The required help may come from a hospital 
‘social service department or from psychiatric 
consultation, or even therapy may be needed. 
The traditional family agency may serve as a 
central point for finding ways to cope with dis- 
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organization. Visiting nurses and homemakers 
may provide the needed help. The public as- 
sistance agency may help the family with finan- 
cial needs, either through general assistance or 
one of the categorical types of help. Aid to the 
Disabled is especially pertinent, although some 
other category of financial assistance may be 
more appropriate under particular circumstances. 
A variety of voluntary organizations exists, 
which are interested in specific diseases or dis- 
ease groups. 

Some of these voluntary groups, such as the 
National Foundation for Infantile Paralysis, 
give direct financial aid for medical care and 
others restrict themselves to coordinating and 
counseling. The Muscular Dystrophy Associa- 
tion, the United Cerebral Palsy, the American 
Cancer Society, and the American Heart Asso- 
ciation offer help in the case of specific diseases. 
The National Society for Crippled Children and 
Adults maintains an across-the-board interest in 
crippling situations. Through its many publica- 
tions and its various state societies, it serves as 
a nation-wide source of information and coor- 
dination of services. It maintains an extensive 
circulating library at its headquarters in Chicago. 

Crippled children are the recipients of a wide 
range of services. The federal program, which is 
administered by the separate states, pays for 
medical costs. This is of growing importance 
because the definition of what is a crippling 
condition has been expanded to include rheu- 
matic heart disease, plastic surgery, and other 
conditions. In addition, many volunteer organi- 
zations interested in the problems of children 
carry on programs of institutional care, counsel- 
ing, psychotherapy, stimulation of research, pub- 
lication, and so on, The Shriners, in particular, 
have established a brilliant record in the care of 
crippled children, and they maintain a number 
of excellent hospitals for this purpose. 

When chronic illness is viewed broadly as 
long-term illness, its effects may fall anywhere 
within the gamut of family life, although cer- 
tain major areas are most likely to be involved. 
Individualization and a constructive and positive 
approach are essential if adjustment is to be 
facilitated and wholesome living made possible. 
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The recognition of the need for this kind 
of an approach to long-term illness is character- 
istic of the situation today. Counselors and so- 
cial workers have long prided themselves on 
the fact that their work has these qualities, but 
they do not always apply them in cases involv- 
ing long-term illness. Feelings of discourage- 
ment and impotence in the face of apparently 
overwhelming difficulties are likely to be shared 
by both the counselor and the family. It is essen- 
tial that counselors and other professional work- 
ers take the lead in re-appraising realistically the 
implications of protracted illness in terms of 
medical progress and rehabilitation philosophy. 

Medical progress has made it possible to take 
a more hopeful attitude toward many long-term 
illnesses, and to regard them with a new opti- 
mism because of improved surgical techniques, 
rehabilitation philosophy, and the use of newly 
developed drugs. Also there have been impor- 
tant advances in community organization which 
are helpful to families working on their own 
problems. A new awareness of the importance 
of the problem is developing in social agencies, 
and home-care services have made it possible for 
many families to carry on with the aid of visit- 
ing physicians, nurses, and therapists. Home- 
maker services have had a similar effect. 

The field of medical rehabilitation is of par- 
ticular importance in the care of long-term ill- 
ness. Without rehabilitation measures, many pa- 
tients may be expected to deteriorate physically 
and emotionally. Contraction deformities, bed 
sores, and disuse atrophy are among the more 
obvious types of physical deterioration which 
result from neglect. Less easily discernible is 
the general physical and psychological deteriora- 
tion which follows the conventionally passive 
handling of patients which, however well inten- 
tioned, so often approaches neglect. 

The patient who suffers from a protracted ill- 
ness needs a comprehensive evaluation which 
encompasses all of his strengths and weaknesses. 
It is not sufficient to have a medical examina- 
tion, even when it is followed by a social study 
which is relatively unrelated to the particular 
situation, after which the patient is left to “stew 
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in his own juices,” as it were, and to be given 
further attention only when an emergency arises. 

Modern medicine has a great deal to give to 
the patient and his family. The only approach 
which offers a really hopeful outlook is an ag- 
gressive one which begins with a good under- 
standing of the patient's social and psychologi- 
cal as well as his physical needs, and which 
maintains this awareness by repeated re-evalua- 
tions. In such an atmosphere it becomes possible 
to treat the patient as a whole person—a fre- 
quently verbalized but not always practiced 
objective. The growing union between the medi- 
cal and the psycho-social disciplines should 
greatly facilitate the attainment of this objec- 
tive in the case of long-term illness. 

When a positive philosophy and program are 
utilized, the implications for the family are self- 
evident. Long-term illnesses must be analyzed 
in depth, and the patient and his family given 
all the help available today because the help- 
lessness and hopelessness of so many situations 
produce demoralization. 

As we accumulate experience, a more sophisti- 
cated approach to long-term illness can be ex- 
pected to develop. Already we have come to 
view mental illness in a dynamic sense in terms 
of etiology, differential diagnosis, therapy, and 
cure. Recent advances in the field of care of 
mental patients may serve to dramatically alter 
this whole field and change the problems asso- 
ciated with the care of these patients. The effects 
are only dimly visualized today of what may be 
achieved through the growth in psychiatric 
theory and the number of practitioners, the in- 
creasing public acceptance of mental illness as 
an ordinary disease, and the promising work in 
biochemistry and other physical sciences. 

The next step in dealing with all long-term 
illnesses is to continue to refine our thinking 
along the lines of the causes of disease, diag- 
nosis, and treatment, and above all to approach 
each family situation vigorously and hopefully. 
Granting that miracles are not frequent, and 
that false optimism has its dangers, there are 
few situations that cannot be helped to some 
degree by an informed and positive approach. 
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Community-Wide Planning for Family 
Health and Welfare 


MARION O. ROBINSON* 
New York City 


THE astonishing variety of health and welfare 
services abounding in American communities 
today bears witness that the intent to ‘‘promote 
the common welfare” has maintained vitality in 
our society for nearly two hundred years, Since 
colonial days, this intent has led the people of 
our communities to assume corporate responsi- 
bility for protection of citizens and their fami- 
lies from the consequences of serious human 
problems. Community services occupy a signifi- 
cant place in our society and national life. They 
are rooted in the very beginnings of the United 
States, spread wide by the humanitarian reforms 
of the nineteenth century, refined by the fast- 
developing scientific thought and knowledge of 
the twentieth century, and nurtured by several 
generations of open-hearted, civic-minded 
American folk. 

Continuing nurture of this valuable com- 
munity asset, however, is a matter which today 
calls for critical reassessment. A comprehensive 
look at the great welter of voluntary and tax- 
supported services shows several disquieting 
sights. 

Like most of our cities and towns, this gi- 
gantic structure bears the marks of rapid mush- 
rooming, without benefit of planning. Modern 
services have been raised up in splendid isola- 
tion from neighboring and related services, or 
hastily tacked onto half-archaic functions which 
badly need remodeling. 

The cost of supporting these services threat- 
ens to reach a saturation point. Since 1913, the 
annual cost of public and voluntary health and 
welfare services has risen from less than fifty 
million dollars to an estimated twenty billion. 
Moreover, planning for future financing of com- 
munity services must take into account current 
and predicted economic and social trends, For 


* In consultation with the director and staff of Com- 
munity Research Associates, 
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example, an examination of current population 
reports shows a decrease in the proportionate 
numbers of people from whom, generally speak- 
ing, this support must come—the people in the 
age brackets associated with the income- 
producing years. As short a time ago as 1950, 
the number of children under the age of eight- 
een, plus the number of adults over the age of 
sixty-five, constituted about a third of our popu- 
lation, By 1956, the rapid increase in the aging 
population and the phenomenal rise in the birth 
rate had raised this proportion to 40 per cent. 
Although the proportionate size of the non- 
earning population has been this high at times 
in the past, the predictions for the continued 
increase in the proportions of older folk and 
children need to be taken into consideration. 

The most disquieting fact of all is that our 
services are still, on the whole, essentially 
ameliorative rather than rehabilitative and pre- 
ventive. In short, for some time we have been 
providing more and more services at more and 
more cost, almost as though they were ends in 
themselves, without giving them basic direction 
toward clearly defined goals. 

It is not that intent to prevent serious conse- 
quences of human problems is lacking. The laws 
governing the administration of the public as- 
sistance program, which now reaches into every 
county in the United States, specify a rehabili- 
tative function in addition to furnishing the 
needed maintenance. But, in only a few places 
and on an experimental basis is the program so 
oriented as to carry out that function, 

It is also true that considerable knowledge 
has been accumulated which may be applied for 
preventive purposes. In the field of normal and 
abnormal human behavior, for instance, the 
fast growing body of knowledge has been 
widely disseminated and used by individuals for 
themselves, by parents, by marriage partners, 
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and by therapists in behalf of their patients. But 
so far such knowledge has not made its way 
into the plans through which the community's 
traditional corporate responsibility is carried 
out. 

In the field of public health, where new 
knowledge has not only made its way into 
community-wide planning but has resulted in 
eradicating death by the infectious killers and of 
the greatest hazards of maternity and infancy, 
new problems pose themselves, Accidents are a 
leading cause of death. The mechanics of mo- 
bility have greatly increased the incidence of 
crippling disablement. As more people are liv- 
ing longer, the prevalence of chronic degenera- 
tive diseases rapidly increases. The successful 
technique by which public health conquered in- 
fections diseases founders in the face of such 
challenges. 

The size, complexity, and lack of unified di- 
rection of the whole humanitarian “industry” 
creates a baffling picture, no less for the pro- 
fessional involved in its various aspects than 
for the layman who supports it. 


A THEORY OF PREVENTION 


Eight years ago a group of professionals, 
long experienced in both the planning and the 
organization of community health and welfare 
services and in community organization, began 
a concentrated and comprehensive study of this 
confused picture.1 They emerged with the thesis 
that services could be organized on a community- 
wide basis so as to contribute to the prevention, 
reduction, and control of the rate of serious 
human problems in American communities.? 
Today, having conducted exhaustive studies in 
four communities as groundwork,* they are test- 


1 Community Research Associates of New York City, a 
non-profit organization for social research and community 
surveys, with Bradley Buell as director, began a series of 
community studies. Mr. Buell is a graduate of Oberlin Col- 
lege and the New York School of Social Work, with thirty 
years’ experience in community organization, including ten 
years as field director for Community Chests and Councils of 
America. 

* Bradley Bueil and Associates, Community Planning for 
Human Services, New York: Columbia University Press, 1952. 

*St. Paul, Minnesota in 1948; Winona, Minnesota in 
1953; Washington County (Hagerstown), Maryland in 1954; 
and San Mateo, California in 1954. 
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ing theic thesis through three experimental 
community projects and at the same time spon- 
soring a fourth piece of research to devise new 
professional tools for preventive planning. 
Foundation grants, amounting to two million 
dollars, have been made by the Grant Founda- 
tion of New York, the Louis W. and Maud 
Hill Family Foundation of St. Paul, Minnesota, 
and the Rosenberg Foundation of San Francisco 
to underwrite this five year research under- 
taking. 

Close examination of the scores of agencies 
and services in our communities shows that they 
ate directed toward four basic problems of 
people: economic dependency, ill health, mal- 
adjustment,‘ and lack of recreational opportun- 
ity. The first three of these problems are treated 
on a much larger scale than the fourth, since 
94 per cent of all health and welfare dollars 
are spent for the alleviation of these three prob- 
lems. These expenditures include voluntary 
contributions, tax monies, and fees for service. 

In St, Paul, which served as a “laboratory 
city” for this research in 1948, some ninety 
public and private agencies were assisting 23 per 
cent of the community’s one hundred thousand 
families, in which one or more of the three 
problems had disrupted normal self-sufficient 
life. These agencies included the public assist- 
ance department, the public health department, 
community hospitals and clinics, nursing serv- 
ices, family casework and child care agencies, 
school social work service, courts and probation 
departments, and mental health hospitals and 
clinics. 

By far the most significant finding which 
emerged from the study of the detailed data 
showed that a relatively few families absorbed 
an undue proportion of the professional skill 
and money at the disposal of the ninety agen- 
cies; well over half the total was spent on only 
6 per cent of the families in the community 


*It will be helpful to the reader to note that in de- 
fining ‘‘maladjustment,"’ the staff of Community Research 
Associates followed the modern psychistric teaching that the 
roots of anti-social behavior, mental and emotional illness, 
and family disorganization spring from the same soil; that 
each is a symptom of maladjustment about which the com- 
munity generally some responsibility. 
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because they were suffering from such a severe 
combination of serious problems. From the 
viewpoint of community responsibility for the 
three serious human problems, these “‘multi- 
problem families” were revealed as a concentra- 
tion spot. In the four communities studied, this 
small category of families accounted for from 
70 to 88 per cent of the total relief load; from 
63 to 90 per cent of the total health service 
load; and from 43 to 56 per cent of the load 
carried by the correctional, mental health, and 
casework services, 

The facts came as no surprise to experienced 
workers in the service professions. It is part of 
day-to-day practice to observe that one problem 
leads to another with the individual and within 
the family group. But the documentation of this 
phenomenon in community-wide terms showed 
the humanitarian enterprise in a new perspec- 
tive. In dealing with any particular problem, 
this group found that it is important to see all 
of the problems within the family which may 
be related to it. Furthermore, in planning a com- 
munity-wide attack upon the problem, “it is of 
vital importance,” according to spokesmen of 
Community Research Associates, “to know 
where, how, and why these problems are most 


heavily concentrated.” 


INTEGRATION OF SERVICES 


A second idea which became firmly rooted 
during the blueprint stage of this plan for pre- 
vention was that the intertwining nature of 
multiple problems within a family group de- 
mands an integrated approach on the part of the 
several services and professional disciplines re- 
quired. Again the four community studies docu- 
mented a phenomenon so well-known as to be 
tacitly accepted: different agencies are serving 
the same family, each with little or no knowl- 
edge of the others’ treatment plans. The find- 
ings showed not only a duplication of services, 
which might have been anticipated, but the 
waste that accrues from the lack of a compre- 
hensive joint diagnosis. 

Much has been written in professional lit- 
erature in the past decade pointing to the fact 
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that an age of specialization is slowly giving 
way to an age “f synthesis. Specialists are talk- 
ing about “treating the whole person,” rather 
than viewing the individual from the distorted 
perspective of the single specialty. The multi- 
discipline team has been experimented with in 
many settings. It has become a bit more fashion- 
able for groups having similar interests to con- 
fer, cooperate, and plan jointly. 

The deliberations of the CRA research group 
led them to conclude that voluntary and hap- 
hazard conferring, cooperating, and joint plan- 
ning was insufficient when the goal was preven- 
tion, reduction, and control of our communities’ 
serious human problems. Nothing short of 
genuine integration, they believe, can turn the 
trick. The heartening implication behind this 
contention is a firm belief that no mew services 
are needed to bring about the shift in direction 
toward prevention. “We know better than we 
do,” says Bradley Buell, the director of CRA. 
“The job is one of integrating the existing serv- 
ices so that each is better able to approximate 
its potentialities.” 


A LOOK AT THE COMMUNITY LABORATORIES 


The communities in which concentrated work 
on the three major problems is now in full 
swing differ widely in geographical location, 
size, and what might be called “service pat- 
terns,” that is, the number of health and wel- 
fare agencies and their customary services. In 
Winona, Minnesota, study was focused on de- 
pendency ; in Washington County, Maryland, on 
ill-health; and in San Mateo County, California, 
on maladjustment. 

Very early in the history of these community 
experiments, the search for clues to the precise 
spot where the preventive potentials lay, led in 
interesting directions. In terms of the drain on 
professional skills, as well as health and welfare 
coffers, it was found that the crux of the prob- 
lem of ill health was indigent disability. In 
Washington County, a group of eleven hundred 
families, each having one or more members with 
a disabling condition that required community 
assistance, accounted for 69 per cent of the 
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county’s public assistance rolls and well over 
half of all the families who were receiving com- 
munity-provided medical care of all sorts. About 
half of all welfare, health, and social services 
was going into the care of these families, which 
represented less than 2 per cent of all the 
families in the county. 

The other side of this coin was soon seen in 
Winona, where the spotlight was on dependent 
families. Case-by-case analysis documented the 
idea that chronic illness and handicaps are 
closely linked in a causative sense to chronic 
dependency. In a group of 198 families—less 
than 2 per cent of all the families in the com- 
munity, but a fourth of all the families on 
public assistance—the head of the household 
was suffering from some kind of physical disa- 
bility. 

When the records of the families currently 
known to the correctional, mental health, and 
casework services in San Mateo were analyzed, 
it was finally established that (in terms of the 
demands on professional skills and public and 
private monies) the community's real maladjust- 
ment problem lay in several categories of dis- 
ordered behavior. Out of fifty-four hundred 
families known to these services, twenty-eight 
hundred had one or more members who had 
shown serious enough evidence of such be- 
havior (crime, delinquency, mental illness, or 
family disorganization) to require the com- 
munity to take some action. But again it was 
found that the serious manifestations were con- 
centrated in a comparatively small group of 
families. All juvenile misbehavior, all instances 
where children had to be separated from their 
own homes, almost all reported divorces and 
separations, and about half of the crimes indica- 
tive of family disorganization were found in 
the thirteen hundred families with children un- 
der age eighteen. About two and one half of the 
three million dollars spent annually for San 
Mateo’s adjustment services were being ex- 
pended on these families, which represented 
about 1 per cent of all the families in the county. 

Central responsibility for the research process 
in each of the project sites is lodged in a 
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“Family Center,” into which flows a stream of 
reports from existing community agencies, Thus 
there is constantly before these researchers an 
up-to-date community-wide picture which shows 
the size and shape of the problem upon which 
they are concentrating. Sample cases are se- 
lected from among families known to the 
agencies because of the specific problem—de- 
pendency, indigent disability, disordered be- 
havior, or a combination of these. 

In addition to the presence of the major prob- 
lem, selection is based upon the presence of 
severe family disorganization.’ The aim is to 
reach the community's most vulnerable spots. 
These are the families which receive the most 
services from many agencies at the greatest cost 
to the community. By studying extreme pathol- 
ogy, this research group hopes to learn more 
about the sources and causes of the problems 
which bring severe consequences to the families 
affected by them. 

A thoroughgoing family diagnosis, which is 
based on all available information about the 
families from the agencies involved, is made 
by a multi-disciplinary team, the core of which 
consists of social caseworkers. Psychiatry, psy- 
chology, medicine, public health, nursing, physi- 
otherapy, vocational rehabilitation, and other 
fields are represented. The make-up of the 
group depends upon the central problem being 
studied and the kinds of individual family prob- 
lems revealed. The diagnosis leads, of course, to 
a treatment plan to be carried out by the agency 
agreed upon as appropriate in view of the serv- 
ices called for. Both diagnosis and treatment 
plan are recorded on a case schedule, tailor- 
made for this research. 

Along with these, a prognosis is entered. 
This amounts to a prediction as to whether the 
family’s situation will improve, deteriorate, or 
remain the same during the life of the project. 
In order to obtain measurable results, predic- 


5A carefully worked out definition of what has been 
tenatively called ‘‘family disorganization’’ has come out of 
CRA’s fourth piece of research, a study concentrated upon 
family diagnosis and treatment. It is based on analysis of 
specific factors of adequate family functioning and it is 
applied in the selection process in the three community 
projects. 


201 





tions are precise. Will relief terminate, dimin- 
ish, or increase for this dependent family ? Will 
the disabled person move from a bedridden state 
to an ambulatory one, or from unemployability 
to partial self-sufficiency? Will there be an in- 
crease or decrease in the episodes of disordered 
behavior which have periodically brought this 
family to the attention of the various agencies? 
This step in the research process is considered 
by the CRA group to hold key importance. “By 
classifying cases according to rehabilitative po- 
tentiality,” explains Mr. Buell, “the way is 
opened to concentrate inevitably limited, high 
quality, expensive treatment service where it will 
do the most good.” 

Finally, after an interval of six months, an 
evaluation is made. If the status of the family 
is as predicted, the diagnosis and prognosis are 
validated, If there is substantial discrepancy, 
both are carefully re-examined and assessed to 
see whether the unpredicted situation has come 
about through unforseen circumstances or poor 


diagnostic judgment. 
AT THE HALF-Way MARK 


As this is written, the halfway mark for these 
research projects has been passed. As yet it is 
impossible to report the findings except in the 
most tentative way, but the statistical picture has 
not changed, Three-fourths of the community's 
total health and welfare responsibility is as- 
sumed in behalf of families suffering from the 
three major problems of dependency, indigent 
disability, and disordered behavior. There ap- 
pear to be emerging two distinct kinds of fami- 
lies: (1) the dependent and disabled, most of 
which are made up of older adults and many of 
which are single-person families; and (2) those 
beset by problems of disordered behavior, the 
majority of which have childrer under the age 
of eighteen. 

Dependency and indigent disability are re- 
vealed increasingly as two sides of the same 
coin. In nearly half of the dependent families 
in all three counties, there is at least one dis- 
abled person and very often it is the head of 
the family. About 55 per cent of the families 
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having disabling problems are on relief. 

Among the “younger” families showing dis- 
ordered behavior incidents, only 19 per cent 
have any problem of dependency or disable- 
ment. The analysis of the families studied so 
far in San Mateo suggests that families broken 
by death, desertion, illness, or other factors are 
five times more susceptible to problems of dis- 
ordered behavior than are united families where 
both father and mother are present. Project 
workers in San Mateo have been interested to 
find that 80 per cent of the disordered behavior 
problems are due to incidents that may be classi- 
fied under the general label of “family and 
youthful unsocial behavior,” and the other 20 
per cent are in the categories of adult crime 
and mental commitments. 

The breakdown of “family and youthful un- 
social behavior’ offers interesting implications 
for professional workers in many service fields, 
although at this point the information must be 
considered inconclusive. The highest volume 
of incidents occurs in the sub-category labeled 
“conduct affecting family structure” (divorce, 
separation, annulment, and desertion) and the 
next highest occurs in the sub-category labeled 
“conduct indicative of family disorganization” 
(neglect, abuse, non-support, and so on). The 
sub-category which includes juvenile delin- 
quency, truancy, and non-economic school drop- 
outs ranks third in volume; and although social 
service is available when the incident occurs in 
such cases (as it is not for the two which rank 
higher in volume), the rate of repetition of the 
behavior is notably high. The great majority of 


_ these families are known to one or more (usu- 


ally more) of such agencies and services as the 
probation department, the school social work 
service, and the children’s services of the public 
welfare department (Aid to Dependent Chil- 
dren and Child Welfare Service). Here, say 
CRA researchers, is an opportunity to discover 
whether or not a more carefully integrated plan 
for diagnosis and treatment, involving these sev- 
eral community services, can cut down the rate of 
recurring episodes and thereby affect the in- 
cidence of this kind of unsocial behavior. 
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AN OPTIMIsTIC NOTE 


What are the predictions for these families? 
CRA staff workers point out that, “The indi- 
cation for improvement in the problem status 
of these extremely disorganized families is 
greater than anticipated.” Prediction of reduc- 
tion or termination of relief among dependent 
families with children is about 70 per cent, and 
evaluations so far have validated the judgment. 
Among the dependent disabled, prediction for 
improvement in relief status is about one-third, 
and for improvement in functional capacity 
about 50 per cent. A recent evaluative review 
of half of the “disordered behavior” families 
under study in San Mateo shuwed improvement 
in 42 per cent, in terms of a reduction in 
episodic behavior. 

During the summer of 1956, the Winona 
project was expanded to cover two additional 
counties and switched to the joint operating 
auspices of the CRA and the Minnesota State 
Welfare Department, whose interest in the 


prevention of dependency has become a major 
emphasis, The move forecasts that one of the 
aims of CRA is to be realized. In a recent pub- 
lic statement, Mr. Buell said, “We hope that the 
outcome of the research projects will not be 
only a philosophy, but a package of operating 
procedures demonstrated to be usable in ordi- 
nary practice and effective in controlling and 
reducing these . . . problems.” 

Whatever the outcome of this significant re- 
search proves to be, it will have broken new 
ground in the planning and organizing of com- 
munity services for family health and welfare. 
In the American tradition, our humanitarian en- 
terprise has grown rapidly and improved con- 
tinuously in quality of the service offered to 
troubled families. It remains for the twentieth 
century community to redirect the enormous po- 
tentiality of this most valuable asset so that it 
will not only meet the immediate need but bring 
about reduction and control of our most serious 
community-wide problems through family re- 
habilitation. 
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Letters to 


My Dear Proressorn NIMKOFF: 


You are very kind and I appreciate your 
courtesy in answering my letters. It does seem 
too bad that the Journal's policies keep it 
from those who need the help most. Marriage 
and family is not a matter of statistics, or ‘sci- 
entific” ordering into probabilities. 1 consider 
people as people and not as data or specimens. 
Does anyone but a wooden statistician ever look 
at those graphs? I am orderly minded but it 
makes me angry to see humans treated as if they 
were dried peas or beans. The articles are so 
good, they are so sensible, so helpful in essence, 
it is too bad to mag the good you can do by 
dressing the thought in the garments of research. 
For persons who have problems, the results are 
all that count. Why should so human an institu- 
tion as marriage be cluttered up? We who dis- 
cuss it should, like the ministers, be plain 
human, a bit holy and religious. Why you can- 
not believe that people are craving help which 
you could give I cannot see. I too belong to a 
profession worshipping statistics, but can we not 
all just get down to essentials? A man who can 
be so patient with a person like me could do 
a lot for poor struggling men and women, Why 
not “sell” that splendid Journal to those sub- 
scribers who need it most—unhappy married 
folk. Just throw this in your basket and forget 
me but do remember my plea and when you can, 
act upon it, perhaps. 

With warm assurances that I have always 
admired Marriage and Family Living and the 
staff that could produce, issue after issue, such 
good material, I am 

Sincerely yours, 
MYRTLE MANN GILLET (Mrs. J. E.) 


MARRIAGE AND FAMILY LIVING 


the Editor 


Dear Mrs, GILLeT: 


I am deeply impressed by your letter of De- 
cember 24, Your motives are splendid, but I 
am not so sure that your idea is sound. There 
is room, of course, for both kinds of journals, 
the scientific and the popular; but it is a mis- 
take, I think, to confuse them or combine them. 
I am reminded of Graham Wallas’s observation 
that it is the function of science to make butter, 
and of education to spread it. A magazine like 
The Parents’ Magazine spreads the butter, and 
perhaps we need another journal like The Par- 
ents’ Magazine devoted to marriage problems. 
As an editor, I have found that there are few 
persons who can combine the scientific and the 
journalistic skills. This does not mean that the 
articles in Marriage and Family Living should 
not be written simply and clearly, but the maga- 
zine must still remain a medium for the com- 
munication of the results of science. The alterna- 
tive, of course, would be to make it altogether 
a popular magazine. This issue has been dis- 
cussed a very great deal by the Board of Directors 
of the National Council on Family Relations, 
and the present policy is the outcome of its 
deliberations. I should add, however, that there 
has not been complete consensus, Again, my 
appreciation to you for your interest. 

Sincerely, 
M. F. NIMKOFF 


(The above exchange of letters took place sev- 
eral months ago at about the time Meyer F. Nimkoff 
was relinquishing his editorship duties. Since the 
issue discussed is an important one, it was decided to 
publish the letters for the interest of readers.— 
Eprror) 
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News and Notes 


MARVIN B. SUSSMAN, Department Editor 
Western Reserve University 


Spring is here, workshop time is not far 
away... there are many to choose from. If 
any strike your fancy, write to the registrar or 
workshop leader. The Merrill-Palmer School is 
holding four summer workshops: Family Life 
Education, July 1-12; Early Childhood Educa- 
tion, August 5-16; Interpersonal Relations, 
July 17-26; and Child Development, August 
5-16, at 71 East Ferry Avenue, Detroit 2, Michi- 


gan. 

In nearby Kalamazoo at Western Michigan 
College, June 24-July 5, Mark and Dorothy 
Flapan will conduct a workshop in family life 
education as it takes place in the school, church, 
and social agency. 

Between July 1 and August 9, an Institute on 
Marriage Education and Counseling will be held 
at the Catholic University of America, Washing- 
ton, D.C. The Institute proposes to give inten- 
sive training in both theory and practice to those 
engaged in family life activities and organiza- 
tions, in marriage counseling, and in educational 
efforts related to family life; to impart that 
broad theoretical background requisite for the 
effective designing, administration, and conduct 
of family life programs. 

Kansas State Teachers College, Emporia, Kan- 
sas, is having two workshops in Marriage and 
the Family. The first workshop will run from 
June 3 to July 12 and will cover such subjects 
as family living, teaching marriage and the 
family, and counseling. The second workshop 
will run from July 15 to August 2. It will deal 
largely with marriage and family counseling 
and the teaching of marriage and family courses 
in the high school. These workshops are di- 
rected by Dr. Claude E. Arnett and Miss 
Kathryn Whitten. 

Dr. Lester A. Kirkendall, Oregon State Col- 
lege, School of Home Economics, Corvallis, Ore- 
gon, will conduct a workshop, Understanding 
Masculine-Feminine Roles, July 1-12. It will be 
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an analysis of masculine-feminine roles in pre- 
marital and postmarital family relationships. 
Consideration will be given to differences and 
similarities in men and women as they affect 
dating practices, premarital attitudes, and mati- 
tal and parental adjustments, and to developing 
and changing masculine and feminine roles as 
they are learned in school, home, and through 
other experiences. Materials and methods of 
teaching about roles will be included. 

College of the Pacific, Stockton, California: 
Fifth Annual Family Life Education Workshop: 
The Integrated Family, June 18 through June 
28, 1957. Featured leaders: Dr. Clark E. Vin- 
cent and Dr. Howard C. Busching. This will be 
a continuation of an annual series of workshops 
which emphasize individual study and group 
discussion of special interest to all who work 
in any phase of family life education in schools, 
churches, or community agencies. 

At Iowa State College, a workshop, Leader- 
ship for Parent and Family Life Education for 
Adults, will be held July 8-20. It is intended to 
provide training for leading adult groups valu- 
able to teachers with some experience in teach- 
ing adults, to county extension personnel, nurs- 
ery school teachers, and study group leaders 
with college background in child development, 
family life, or parent education. Lectures and 
discussions of newer concepts of leadership, 
factors affecting participation in adult groups, 
special techniques for using films, radio and 
television, plays and role playing in parent 
education, and critical examination of program 
materials and development of program plans 
will be included. Dr. Glenn Hawkes, Dr. Mary 
S. Lyle, and Mrs. Buena Mockmore will be the 
workshop leaders. Visiting lecturers will pre- 
sent certain aspects of the newer programs. 

The Central Washington College of Educa- 
tion, Ellensburg, Washington, is scheduling two 
workshops in family education. Mr. Eugene 
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Kosy will lead a workship in Personal and 
Family Financial Security Education, June 17- 
28; and Dr. Lester A. Kirkendall will conduct a 
shorter session, August 5-16, on Family Life 
Education. 

A summer program at the Florida State Uni- 
versity has been planned by the departments par- 
ticipating in the Inter-Divisional Graduate Pro- 
gram in Marriage and Family Living. This 
program will be offered during the first six 
weeks of the 1957 summer session, June 18- 
July 25, and will carry six semester hours of 
credit. The program consists of an Inter-Divi- 


sional Seminar in Marriage and Family Living . 


taught cooperatively by representatives of the 
participating departments—Education, Home 
and Family Life, Psychology, Social Welfare, 
and Sociology. Classes will be held in air-con- 
ditioned rooms. Dr. Ruth Conner is in charge 
of the program. 

Drs. Paul Popenoe and Roy E. Dickerson will 
direct two workshops this summer. One is at 
Stout State Teachers College, Menomonie, Wis- 
consin, June 17-21; Dr. Alice J. Kirk is the 
person to contact. A second is at Southeastern 
Regional Board, Church of the Brethren, 
Bridgewater, Virginia, July 29-August 2. In- 
quiries should be addressed to Mr. William F. 
Smith. In both workshops attention will be 
given to basic educational principles, methods, 
and materials, and to premarital and marital 
counseling. 

In Los Angeles, California, the American In- 
stitute on Family Relations will hold its tenth 
annual summer workshop, August 5-17, on 
The Techniques of Counseling, Dr. Paul Pope- 
noe is general director; the address is $287 Sun- 
set Blvd. 

A summer school on The Promotion of 
Health and the Techniques of Health Education 
is being sponsored by the Central Council for 
Health Education, London, England, August 
20-30. This program offers the opportunity to 
combine travel abroad with professional study 
and the international exchange of experience. 
Dr. John Burton is the director, Tavistock 
House, North Tavistock Square, London, W.C.I. 
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The Yale University Summer School of Alco- 
hol Studies will hold its fifteenth annual session 
July 1-July 27, featuring an interdisciplinary 
study of problems of alcohol and alcoholism in 
society. There will be lectures and seminars 
under the direction of specialists drawn from 
the social sciences, medicine and psychiatry, 
religion, education and public health; and work- 
shops for physicians, case workers, psychologists, 
clergy, educators, probation, parole and correc- 
tional officers, community leaders and person- 
nel directors, and supervisors in industry. En- 
rollment is limited to two hundred students. 

Dr. Ralph H. Ojeman, director of the Preven- 
tive Pyschiatry Research Prograrn at the State 
University of Iowa, has announced that the 
annual workshop on Education in Human Rela- 
tions and Mental Health will be held at the 
University of Iowa, Iowa City, Iowa, June 17-28, 
1957. The workshop will be sponsored jointly 
by the Iowa Mental Health Authority and the 
Iowa Child Welfare Research Station. The 
purpose of this workshop is to provide an op- 
portunity to become acquainted with the most 
recent developments in education in human rela- 
tions and mental health and to consider con- 
crete steps for developing a program in this 
area. There will be opportunity to examine the 
latest programs and most recent scientific studies 
in this area. It is designed for teachers, super- 
visors, and administrators who ate interested 
in plans for helping pupils gain insight into 
their emotional and social development, home 
room teachers, and teachers of family relation- 
ships and marriage. 

Purdue University is offering the third of a 
series of summer workshops from July 8 to 
July 20 in Lafayette, Indiana. The theme of the 
workshop is New Facts About Modern Fami- 
lies and the emphasis this year is on The 
Family and Mental Health. Informal discus- 
sion groups and individual work will be ar- 
ranged to center around topics of special interest 
to teachers, ministers, administrators, community 
workers, church workers, and extension workers. 
A practicing psychiatrist and staff members from 
Sociology, Child Development and Family Life, 
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Home Economics Education, and Psychology 
will lecture and lead discussion groups. For 
further information, write to E. Z. Dager, De- 
partment of Sociology. 

A special course relative to the methods and 
materials in teaching family living will be 
offered at Bowling Green State University from 
June 10 to July 19, 1957. Inquiries should be 
directed to Dr. Donald S. Longworth, Sociology 
Department, Bowling Green State University, 
Bowling Green, Ohio. 

The Seventh European Marriage and Family 
Life Tour of the National Council on Family 
Relations will be led by Dr. Paul H. Landis, 
Professor of Sociology at the State College of 
Washington; sailing date, June 26, return to 
New York, August 16. Points to be visited: 
London, Bergen, Oslo, Stockholm, Helsinki, 
Copenhagen, Hamburg, Amsterdam, Brussels, 
Paris. The tour is designed for twenty profes- 
sional persons interested in a comparative study 
of marriage and family life. Approximate cost 
including transportation from New York, board, 
lodging, guide services, and lectures, is $1289. 
Apply to Dr. Paul H. Landis, Professor of 
Sociology, State College of Washington, Pull- 
man, Washington. 

Dr. and Mrs. M. F. Nimkoff will lead a study 
tour in Mexico, July 29-August 25. The topic 
will be The Family in Foreign Countries. Four 
semester credit hours are given, Tour rate is 
$495. For details concerning the study and tour 
write to Dr. Nimkoff, Department of Sociology, 
The Florida State University, Tallahassee, Flor- 
ida. 

News from our councils and associated so- 
cieties. .. . The Erie Social Hygiene Association 
held its fifth annual Family Life Institute, Feb- 
ruary 11-13. Topics studied included “The 
Family Court,” “The Teen-Agers: Today and 
Yesteryear,” “Teaching Youth of Today Marital 
and Family Loyalty,” ‘Psychosomatics for 
Nurses,” and “Mine Will Be a Happy Mar- 
riage.” Leaders of the conference were Judge 
Peter M. Horn and Dr. B. Y. Glassberg. . . . 
The Kansas Family Life Association with the 
cooperation of the Kansas Parents-Teachers As- 
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sociation have planned a series of regional pro- 
grams on marriage and family problems. . . . 
Esther L. Middlewood, President, reports that 
the Michigan Council will hold two workshops 
during 1957—one in conjunction with the 
Michigan Adult Education Association and an- 
other in conjunction with the Groves Confer- 
ence. . . . The annual meeting of the Illinois 
Council was held March 15-16 and the program 
focussed on the family adjustments occasioned 
by the exceptional child. . . . The Virginia 
Council on Family Relations plans to have its 
annual professional seminar and annual meeting 
May 3. The theme is ‘The Healing Team and 
the Home.” “Healing team” includes the inter- 
disciplinary approach of such professions as 
psychiatry, social work, medicine, and the minis- 
try. This was the subject of the seminar and the 
annual meeting. . . . The Oklahoma Council 
on Family Relations sponsored two one-day 
work conferences this spring—Friday, January 
11, 1957, and Friday, April 5, 1957. The April 
5 meeting included their annual business meet- 
ing. They have set up six goals on a long-time 
basis and are planning certain immediate goals 
for the workshop type meetings. The meetings 
will be held at the Oklahoma State Medical 
Association Headquarters Building in Oklahoma 
City. Dr. Virginia Stapley, Professor and Head 
of Family Relations and Child Development, 
Oklahoma A, and M. College, was program 
chairman for the January 11 session. Dr. Hazel 
Ingersoll, Family Relations and Child Develop- 
ment, Oklahoma A. and M. College, was pro- 
gram chairman for the April 5 meeting. . . . 
The last meeting of the Ohio Council on Family 
Relations was held in Columbus, Ohio, on 
March 29-30, 1957, at Ohio State University. 
The theme was The Family's Use of Community 
Resources. . .. The Rocky Mountain Council on 
Family Relations will have its annual conference 
April 26. The theme: Religion and Family 
Counseling. 

The American Public Health Association 
announces the following officers for 1957: 
President, John W. Knutson; President-Elect, 
Roy J. Morton; Chairman of Executive Board, 
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Lawrence J. Pederson; and Treasurer, Charles 
Glen King. November 11 to 15 are the dates for 
the next APHA meetings in Cleveland, Ohio. 

More than five thousand mental health spe- 
cialists attended the thirty-fourth annual meet- 
ing of the American Orthopsychiatric Associa- 
tion at the Hotel Sherman in Chicago on March 
7, 8, and 9, 1957. They included psychiatrists, 
psychologists, social workers, educators, public 
health workers, and clinic and institutional ad- 
ministrators from all parts of the United States 
and Canada. The Association is a membership 
organization of the three major disciplines con- 
cerned with treatment of human behavior: psy- 
chiatry, psychology, and social work. Its mem- 
bers also include educators, anthropologists, soci- 
ologists, and pediatricians. The American Acad- 
emy of Child Psychiatry and the American As- 
sociation of Psychiatric Clinics for Children held 
their annual meetings simultaneously. Dr. 
Marion F, Langer, Executive Secretary of the 
Association, reported that the sixty papers pre- 
sented dealt with theoretical and practical as- 
pects of schools and mental health, in-patient 
and out-patient psychiatric clinic management, 
adult psychotherapy, current social changes and 
their mental health implications, and interna- 
tional and intercultural factors of mental health. 
Also held were thirty-three workshop sessions, 
mental health film showings, and technical and 
commercial exhibits related to mental health. 

Topics included the changing role of the 
family, mental health, aspects of lowered marri- 
age age, treatment of the narcotic addict, learn- 
ing problems of adolescents, psychological as- 
pects of segregation and integration, chronic 
illness in children, changing concepts in care of 
the aged, child development problems, the pedi- 
atric hospital, residential treatment, and mental 
health implications of women's changing oc- 
cupational patterns, Reports were received from 
other countries, including orthopsychiatric re- 
search in Israel; mental health programs in 
Puerto Rico, India, and Pakistan; and child de- 
velopment and child care practices in the Soviet 
Union. 

Programs, Publications, and Notes of More 
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than Passing Interest. . . . Dr. Janice M. 
Smith reports that the Home Economics De- 
partment at the University of Illinois, Urbana, 
is offering two new courses: “Problems in Fam- 
ily Living” and Seminar in Child Development.” 
.. +» John R. Crist, Granville, Ohio, announces 
the private practice of professional marriage 
counseling. . . . The Merrill-Palmer School an- 
nounces the activation of its Recognition Fund, a 
fund established to provide a living memorial to 
former associates of the school. Specific projects 
of the fund are the establishment of a lecture- 
ship in memory of Edna Noble White and a 
fellowship in memory of Winifred Rand to be 
awarded to an outstanding graduate student. 
Patricia Schiller, marriage counselor with the 
Legal Aid Bureau, Washington, D.C., reports 
on a basis of one year’s counseling service in the 
Washington Court that such service is a neces- 
sary adjunct to other types of legal aid... . 
The National Legal Aid Association has pro- 
duced a sound motion picture in color, The 
Story of Legal Aid. It is in two additions: one 
for bar associations and the legal professions, 
and the other a shorter session for the general 
public. The film describes how legal aid operates 
and where it stands in relation to the legal pro- 
fession and the community. It can be used for 
Community Fund campaigns, welfare and fra- 
ternal groups, civic and luncheon clubs, and 
high school civics classes. Write to American 
Bar Center, 1155 E. 60th Street, Chicago 37, 
Illinois. . . . Albert M. Cole, Administrator for 
the Housing and Home Finance Agency, has 
established an over-all Advisory Committee for 
the Elderly. . . . The University of Michigan 
has produced a special television series of fifteen 
half hour programs entitled Marriage. Professor 
Robert Blood, university sociologist, marriage 
counselor, and author of the text, Anticipating 
Your Marriage, is the host-instructor. The pur- 
pose of the series is to present to the adult 
audience an analysis of contemporary marriage 
as it exists under the strains and stress of 
modern day living. Special graphic material, 
dramatic vignettes, and well-known guest spe- 
cialists are featured. The special off-campus 
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guests who appear are Aaron Rutledge, Merrill- 
Palmer School; William Goode, Columbia Uni- 
versity; Evelyn Millis Duvall; Jessie Bernard, 
Penn State University; and Irwin Deutsher, 
Community Studies, Inc., Kansas City. Univer- 
sity professors appearing as guests are E. Lowell 
Kelly of psychology, past president of APA; 
Morris Janowitz of sociology ; George Anderson 
of economics; and Tommy Evans, gynecologist 
in the Medical School. 

Program titles in the series are: Dating and 
Courtship; Choosing the Right Partner; Mixed 
Marriage, which includes three clergymen, 
Father Bradley, Reverend Baker, and Rabbi 
Weinberg from Ann Arbor; Love; What It 
Means to Be Married; Tremendous Trifles in 
Marriage; Marriage Problems and Solving 
Methods; Divorce; Companionship and Recrea- 
tion; Money and Marriage; In-Laws; Physical 
Adjustment in Marriage; Becoming Parents; Re- 
marriage; and Marriage in the Older Years. 

The series has met with excellent critical 
acclaim by lay audiences and professional 
groups. Approximately ten commercial tele- 
vision stations in Michigan and neighboring 
states, as well as television stations in other 
areas such as New York City and Seattle, are 
broadcasting this series. The kinescope prints, 
16 mm. sound on film are being made available 
on a rental basis for non-commercial audio- 
visual usage. Rental rates are five dollars per 
two days use. Booking arrangements may be 
made with University of Michigan Television, 
310 Maynard, Ann Arbor, Michigan. 

The 1957 edition of the Handbook of Federal 


Benefits for Veterans is now available, providing 


authoritative and detailed explanations of more 
than forty benefits available from the Veterans 
Administration. Brought up to date to reflect 
the many changes approved last year, this Hand- 
book clearly explains each benefit, eligibility 
requirements, method of application, and other 
important related information, There are now 
over twenty-two million veterans eligible for a 
great variety of health, education, social welfare, 
and other government benefits and services—at 
an annual cost of almost five billion dollars. The 
Handbook is widely used by organizations serv- 
ing veterans and their families since it helps 
them in answering the multitude of questions 
most frequently asked. This ninety page Hand- 
book on Federal Benefits for Veterans can be 
obtained from the Social Legislation Informa- 
tion Service (a nonprofit educational associa- 
tion), 1346 Connecticut Avenue, N.W., Wash- 
ington 6, D.C., at $1.50 a copy. 

The Association for Family Living has re- 
cently. published an excellent bibliography of 
books of fiction characterizing good relation- 
ships between members of the family—brothers 
and sisters, parents and children, et cetera. It is 
divided for easier usage into primary, inter- 
mediate, and high school age groups. Prepared 
by Frances Katz, it is in this editor's judg- 
ment, the best compilation to date. It is available 
for twenty-five cents, pamphlet 4052, from the 
Association at 28 E, Jackson Boulevard, Suite 
1313, Chicago 4, Illinois. 


SEND YOUR NEWS ITEMS TO THE “NEWS 
AND NOTES’ EDITOR AT LEAST TEN WEEKS 
BEFORE EXPECTED PUBLICATION. 








Special Note 
Winston "hrmann has prepared the third of his series of reviews of family research, 
this one for 1956. Space limitations prevent its publication in the present special issue 
of the Journal, but readers may look forward to seeing it, together with the regular 
section on Abstracts, in the August issue. 
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Book Reviews 


EDWARD Z. DAGER, Department Editor 
Purdue University 


Mental Health Planning for Social Action. 
George S, Stevenson. New York, Toronto, 
London: McGraw-Hill Book Company, Inc., 
1956. 340 pp. $6.50. 

Dr. Stevenson has written for an audience 
consisting of all who work and plan for mental 
health. The interest of this audience is with 
mental illness, preventive mental hygiene, and 
positive mental health. It includes teachers and 
practitioners in special areas of mental health, 
members of boards of mental health associa- 
tions, service and promotional agencies, legisla- 
tors and students of the medical and social sci- 
ences. (See Preface.) This seemingly boundless 
interest ranges from the treatment of the men- 
tally ill and the mentally deficient to an eleva- 
tion of mental health, identified b~ the World 
Health Organization as a “state of well-being.” 
As a result, the audience grows larger to include 
the home, the church, the school, the prison, in- 
dustrial firms, military services, and recreational 
organizations and leadership. 

The complexity of the social organization in 
which this audience works and plans (or fails to 
plan) for mental health includes the local com- 
munity (the “grass-roots” of city and/or 
county), the state, the federal, and world levels 
of social organization. (The world level of 
organization is impressive, when an account of 
the origin of diagnostic and therapeutic pro- 
cedures in use in a mental hospital in the United 
State (p. 311) can be as enlightening to a 
provincial as the Atomic Energy Museum in Oak 
Ridge is in displaying a chart which shows the 
country of origin of the inventors and dis- 
coverers who develop nuclear fission.) 

These organizations at all levels are by nature 
of financial support and policy direction both 
public (governmental) and private (voluntary). 
Their services may be psychiatric or non-psychi- 
atric, They may be institution, or out-patient 
and/or residential care. Their functions may be 
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defined by legislative action, at any level, or they 
may be voluntary in determination of their 
functions and financial support. Their controls 
may be formal, as in police authority of the 
courts, as in commitments to institutions or to 
court by probation or parole, or they may be 
informal as in the relationships in family, 
church, school, or as in the appeal for financial 
support by voluntary citizens’ associations. Their 
methods of work may be derived from scientific 
sources, as in the studies and surveys generously 
and specifically included in this book, both in 
the text and in notes at the end of each chapter. 
Or, they may come out of the nature of the 
institutionalization process which gives resist- 
ance to change, “just on general principle.” 

No one less than a statesman in mental health 
work would have dared to channel his message 
to this audience. Apparently Dr. Stevenson's 
courage to attempt to do what he has done so 
ably was not inspired by his training and ex- 
perience in psychiatry and neurology. Margaret 
Mead (See Foreword) accounts for his ac- 
complishments as coming from his experience in 
social structure, in committees, clinics, confer- 
ences, and organized societies, governmental and 
voluntary. Here the author must have partici- 
pated in a learning as well as contributing ex- 
perience and now applies his understanding to 
this experience of observation and action. 

To know about mental health and to do some- 
thing about mental health are in different areas 
of competence. It is the treatment of planning 
for social action which impresses this reviewer. 
Dr. Stevenson draws from the findings of the 
social sciences and the natural sciences in an- 
thropology, sociology, psychology, and medi- 
cine, as well as from the applied practice of 
these disciplines in social work, cultural anthro- 
pology, clinical psychology, and the practice of 
medicine, in spelling out his suggestions for 
program planning. 
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The book is concluded with an extended list 
of annotated films recommended for use in 
illustrating the various concepts treated in the 
book and also as a guide to the planning of 
programs on the subject of mental health. 

This volume is recommended to its audience 
as a textbook for study and use as a guide for 
planning to work for mental health. 

Someone observed, “Anything can be done if 
it doesn’t matter who gets the credit.” The audi- 
ence can be assured Dr. Stevenson will not care 
who gets the credit. 

LESSIE T, FLEMING 
Kent State University 


Community Planning for Human Services, Brad- 
ley Buell and Associates. New York: Colum- 
bia University Press, 1952. xiv + 464 pp. 
$5.50. 

Time has not reduced the important rating 
given to this book when it first appeared five 
years ago. Despite certain reportorial weak- 
nesses, it continues to rank high among postwar 
studies of family breakdown not only because 
of the facts it presents but also because of the 


implications it points out for community plan- 
ning. 

The key research facts which it reports from 
the St. Paul Survey are contained in the follow- 


ing passage (p. 9): 


Among the 41,000 families under care of St. 
Paul agencies in November, 1948, about 7,000— 
7 per cent of the community's families—were 
dependent, nearly 11,000 had problems of mal- 
adjustment, well over 15,000 had problems of ill- 
health, and almost 19,000 were being served by 
public and private recreation agencies. It can be 
seen at a glance that some families had more than 
one kind of problem. . . . The most dramatic 
evidence of the vicious circling of problems in 
St. Paul's families came with the discovery that a 
gtoup of 6,600 families, about 6 per cent of 
the city’s families, were suffering from such a 
compounding of serious problems that they were 
absorbing well over half of the combined serv- 
ices of the community's dependency, health, and 
adjustment agencies. 


The St. Paul Survey was conducted by the 
Community Research Associates of which Brad- 
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ley Buell is Director, with the help of appro- 
priations from The Graat Foundation. 

Even though its impact sprang from the above 
research findings, this book is not primarily 
a report of research concerning caseload charac- 
teristics in 108 public and private St. Paul 
agencies. Rather, the briefest summaries of St. 
Paul findings become the basis for discussing 
America’s health, welfare, and recreational serv- 
ices. The St. Paul data are so incidental to their 
wider purposes that the authors neglect to de- 
scribe their field research beyond giving a few 
facts, most of which are implied in the above 
passage. 

Aside from its dearth of methodological in- 
formation, this volume has a second weakness— 
a weakness that is the reverse of a strength. To 
marshal a vast amount of general information in 
addition to the St, Paul data into a panoramic 
picture of America’s “human services” and to 
help detect the gaps in these services, the authors 
use a framework which achieves admirable 
mastery of subject matter in some places but 
becomes wooden and pedestrian in other pas- 
sages. In brief, the four major types of human 
problems—dependency, ill-health, maladjust- 
ment, and recreational needs—are considered in 
terms of “strategic characteristics of the prob- 
lems,” “indispensable functions” (i.e. services 
required to meet these needs), “community- 
wide structure” (i.e. the existing institutional 
system for handling these needs), and ‘coherent 
planning and action.” 

The main contention of the authors is that 
our “human services” have evolved in a hap- 
hazard fashion and that these services can and 
should be more effectively organized to prevent 
and to reduce in severity many of these prob- 
lems. Specifically the authors suggest that early 
identification of the potential “multiproblem 
families” would enable community agencies to 
mobilize all the resources needed to rehabilitate 
a family to the point where it is no longer in 
danger of losing its self-confidence and its ca- 
pacity to cope with its own problems. This pro- 
posed strategy—in contrast to the wasteful “too 
little and too late’’ measures which often result 
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from parsimonious welfare agency budgets— 
underlies current studies of the Community Re- 
search Associates in Winona, Minnesota; 
Hagerstown, Maryland; and San Mateo, Cali- 
fornia. Also experimenting with inter-agency 
teamwork, these studies are concentrating on the 
prevention and reduction of dependency, indi- 
gent disability, and disordered behavior. 
Repercussions of this book are being felt in 
many quarters. Case workers, for example, are 
beginning to question that sacred precept—the 
client’s right to self-determination—and are 
attempting “aggressive casework.” Persons inter- 
ested in Social Service Exchanges are wondering 
if they can help to identify potential “hard core” 
families. Research-minded social workers are 
considering clues in this book to the question: 
“Are we creating dependency ?” And community 
organization practitioners are challenged to ask 
themselves: “What rearrangements of com- 
munity services are indicated by these findings ? 
To what extent is a neat and tidy social service 
structure either attainable or desirable ?”’ 
Although this book was written by social 
workers for an audience of social workers and 


community policy makers, its thesis that the 
total family is the central unit for dealing with 
many great social problems commends this study 
to all students of family life in the United 
States. 


RILMA BUCKMAN 
Toledo Council of Social Agencies 
University of Michigan 


Planning the Home for Occupancy. Committee 
on the Hygiene of Housing, American Public 
Health Association. Chicago: Public Adminis- 
tration Service, 1950, 56 pp. $2.50. 

Construction and Equipment of the Home. Com- 
mittee on the Hygiene of Housing, American 
Public Health Association. Chicago: Public 
Administration Service, 1951. 77 pp. $2.50. 

Women's Congress on Housing. Washington, 
D.C.: Housing and Home Finance Agency, 
1956. 82 pp. 60¢. 

It is interesting to compare the recommenda- 
tions of the Committee on the Hygiene of Hous- 
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ing of the American Public Health Association 
made in 1950 and 1951 with those emanating 
from the Women’s Congress on Housing of 
April, 1956. 

In general the recommendations put forth six 
and seven years ago by the committee composed 
of those with technical training and experience 
in the field and based on research available, 
some studies made to augment such research, 
and knowledge of how families function 
through working with them, coincide rather 
closely with those of the 103 homemakers who 
attended the Congress. Such random examples 
as condemnation of the indiscriminate use of 
the picture window, need for dining space other 
than in the kitchen, usable storage areas, and 
privacy point up the similarity. 

The two publications of the Committee on the 
Hygiene of Housing, together with the first in 
the series Planning the Neighborhood (1948) 
give an excellent usable codification of the re- 
search results available between 1948 and 1951 
that deal with the various aspects of housing and 
the bes: considered judgment of the members 
for other areas, It is noteworthy that the volume 
Construction and Equipment of the Home con- 
tains more actual research results than does 
Planning the Home for Occupancy. Engineering 
aspects of housing such as lighting, ventilation, 
and noise control have been much more widely 
studied than have the family aspects such as 
space and its interrelationship. 

Little research on space needs for various ac- 
tivities in the home had been done except for 
the food preparation area when the American 
Public Health Association recommendations 
were made in 1950 and 1951. There has been a 
considerable body of work started, much com- 
pleted, and some published since. Much of this 
research has confirmed custom, but much has 
also shown how inadequate custom can be. Many 
of the allowances given for space needs are 
different from, and generally less than, what 
recent research reveals is needed. 

By its very nature the Women's Congress on 
Housing is general in its results. It is remark- 
able that so much detail was forthcoming, and 
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it is of considerable interest that unanimity of 
opinion was expressed on the bulk of what was 
discussed. 

The emphasis on the values of the family con- 
cerning the different aspects of housing on 
quality of living as distinct from quantity of 
special features are important contributions of 
the Congress, chiefly because of the wide pub- 
licity received and the possibility of the ideas 
getting into the thinking of those who provide 
the mass of housing. Those working with fami- 
lies have been aware of these things but have 
not been able to transmit them into action. Many 
of the recent research results on space needs are 
implicit in the findings which also parallel many 
of the recommendations of 1950 and 1951. 

However, there are instances of changes 
where the informed guesses of experts do not 
stand up in the light of knowledge. In Planning 
the Home for Occupancy under basic functional 
space needs it is indicated that clearances around 
a bed for use need to be at least three inches 
at one side and the head, two feet at the foot, 
and eighteen inches on the other side. Later 
research indicates this may be enough to get 
in and out of bed, but is decidedly minimum for 
making and changing the bed and is completely 
inadequate for cleaning around and under it. 
Clearances at both the bottom and one side (or 
free room to move the bed easily to obtain the 
same clearance) of from two and one-half to 
three feet seems to be minimum to do the 
“work” needed. 

Apparently the women at the Congress, 
though not going into detail as reported, agree 
with this space requirement. Ten by eleven or 
ten by twelve feet was generally considered the 
minimum bedroom size for the second or third 
bedroom, which space would allow the greater 
Clearances around the bed, even if two twin size 
beds were used. Storage space needs are also 
greater than the 1950 reports as outlined both 
by the Congress and more recent research. 

These, however, are typical of but a minority 
of the recommendations. Both in space and in 
other aspects, the public health recommenda- 
tions were and still are much in advance of the 
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current practice in all but the highest cost 
houses. 

It would probably be well to revise the recom- 
mendations every few years as research results 
become available. So little has been done as yet 
on space even using physical measurements. The 
whole area of physiological and psychological 
measurement of space needs in the home has 
barely been touched. 

As of this date the three publications under 
review, plus the earlier public health pamphlet 
on the neighborhood, comprise an excellent 
basis for designing houses that will better fit the 
families that have to live in them. ‘They are by 
no means the last word, but the recommenda- 
tions are far in advance of available housing, 
including much being built today. We are still 
looking forward to the time when the mass of 
houses will fit the family, its needs and activities. 

KATHLEEN A, JOHNSTON 
Purdue University 


Health Supervision of Young Children. Ameti- 
can Public Health Association, New York: 
American Public Health Association, 1956. 
180 pp. $2.00. 

This is an outstanding book! It should find its 
way into the “working library’ of all those who 
work with families, be they counselor, exten- 
sion worker, teacher, nurse, or physician. The 
consultants and committees responsible for its 
preparation are noteworthy people from public 
health and related fields. Dr. Nina Ridenour 
is responsible for the writing of the final report. 

Two parts, an appendix and a biliography 
make up the book. Part I, “Health Supervision,” 
is concerned with discussions on Parent Counsel- 
ing, Everyday Problems in Normal Develop- 
ment, Health Appraisal and Care, Less Usual 
Problems, and Abnormal Conditions and Com- 
munity Resources. The amount of material 
which has been placed in each section is im- 
pressive and thorough. The premise is estab- 
lished very early that a client or patient must be 
seen in his family and community context if 
he is to be understood and helped. The general 
presentation of “What people are like” and 
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“How do women feel about being mothers?” 
includes a very lucid blend of the importance 
of both facts and feelings. 

The Child Health Conference and its func- 
tion makes up much of the second part. It is 
interesting to note that the Child Health Con- 
ference has a distinguished history and is not a 
specific meeting or convention as the name 
might imply to many of us. The term was de- 
veloped to get away from the word clinic which 
suggests illness rather than health, Conferring, 
too, is an integral part of what happens in the 
process of good health supervision. This positive 
philosophy towards enhancement of health per- 
meates the whole book and gives those of us 
who are not in the public health field a clearer 
picture of the prophylactic nature of public 
health services for children and their families. 

Chapter Eleven, “Health Education,” gives 
many excellent tips for the use of mass media. 
Even though the general theme is “Health,” 
there are numerous suggestions which would de 
helpful to anyone presenting programs to the 
general public through discussion, newspapers, 
television, et cetera. 

Detailed descriptions and instructional pro- 
cedures for setting up child health confer- 
ences are found in Part II of the book. The 
reader is impressed with their thoroughness but 
they are not as generally useful to non-medical 
personnel as the other sections. 

The appendix and bibliography sections con- 
tain additional data on charts, practices, and 
procedures which are cogent to those concerned 
with total family living. For some readers they 
will be too detailed and technical but they are 
well worthy of examination. 

If we are to work cooperatively with different 
professional groups for the benefit of the family, 
we should understand other concerns, philoso- 
phies, and points of view. This book gives us a 
clear picture of the public health field as it 
concerns children and families. (It is also evi- 
dent that this book could have an effect on those 
pediatricians and general medical doctors who 
still do not see the “whole” child in a family.) 
It is to be hoped that one day such material from 
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each professional field which serves the family 
will find its way to all of us. If such a day does 
come, we can also hope that the report will be 
as well and concisely written. 

GLENN R. HAWKES 
The lowa State College 


Treatment of the Child in Emotional Conflict. 
Hyman S., Lippman. New York: The Blakis- 
ton Division of McGraw-Hill Book Co., 
1956, 291 pp. + Index. $6.00. 

This short, readable book would be a valuable 
addition to the library of anyone who works 
with disturbed children or their parents. Not 
only is it well-founded from a theoretical point 
of view, but it provides a wealth of practical 
suggestions which would be of special help to 
the beginning therapist. The chapters on involv- 
ing parents in the child’s therapy and introduc- 
ing the child to therapy are unusually fine in this 
respect. 

Dr. Lippman, Director of the Wilder Child 
Guidance Clinic of St. Paul, Minnesota, brings 
many years of experience to the writing of this 
book. His early pediatric practice aroused his 
interest in behavior problems and brought a 
decision to become a child psychiatrist. After 
two years at the New York Institute for Child 
Guidance, he went to Vienna as a member of the: 
Vienna Psychoanalytic Institute. His training in 
child analysis was personally supervised by Anna 
Freud, while August Aichharn supervised his 
work with juvenile delinquents. Since joining 
the staff of the Wilder Child Guidance Clinic 
in 1931, he has devoted himself to adopting 
some of the methods of child analysis to the less 
intensive therapy of large numbers of children 
who are seen in the clinic setting. While his 
“eneral orientation is psychoanalytic, this is in 
no sense labored and has apparently been modi- 
fied through the years into a rather eclectic ap- 
proach. In fact, in the preface, Dr. Lippman 
comments, “in working together with children 
and their parents, the members of a clinic team 
quickly lose any preconceived idea that the 
principles upon which a particular therapy is 
based are the best. Faced with the suffering of 
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the children and the anxiety of the parents, the 
members of the staff unite to develop methods 
of lessening unhappiness as quickly as possible.” 
One last word about the author: It is my im- 
pression from the warmth with which he de- 
scribes the patients that he still devotes a large 
portion of his time to active treatment of chil- 
dren, despite the fact that he is the Clinic Di- 
rector. Only too often clinical directors are so 
burdened with administrative responsibilities 
that they, of necessity, lose touch with the actual 
on-going treatment of individual patients. 

The general plan of the book is rather loosely 
organized according to diagnostic problems pre- 
sented. Thus, in addition to the opening sectior. 
on general considerations of therapy, which 
contains the two excellent chapters meationed 
previously, there is a section on The Neurotic 
Child, The Child with Personality Problems, 
The Child Who Acts Out, and The Child with a 
Tenuous Hold on Reality, The book closes with 
a brief section on prevention and a recapitulation 
of some therapeutic principles. In the section on 
prevention, Dr. Lippman advocates the exten- 
sion of methods which have already been proven 
effective in lessening tension, such as community 
programs to strengthen family units through 
more social agencies with adequate staffs. He 
comments on the fact that only too often a 
recognized problem cannot be helped early 
enough because of heavy caseloads, crowded 
classrooms, or insufficiently trained personnel. 
He recommends increased mental hygiene train- 
ing for all who may be in a position to detect 
early signs of difficulty such as nurses, doctors, 
teachers, social workers, and probation officers, 
so that these early manifestations may be 
handled before they become malignant. 

The sections on diagnosis each contain four 
or five chapters. Some of these are excellent, 
and I was especially impressed with the discus- 
sions of the obsessional child and the depressed 
child, subjects which have infrequently been 
considered in the literature of child psychiatry. 
On the other hand, some of the diagnostic lines 
are so finely drawn in other sections as to be 
almost meaningless. Thus in the section on per- 
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sonality problems, there is a chapter on “The 
Child with Neurotic Character,” and in the sec- 
tion on acting out, separate chapters on “The 
Neurotic Character,” “The Neurotic Delin- 
quent,” and “The ‘Psychopath.’ " The groups as 
described hardly seem discrete enough to war- 
rant such categorization. 

In addition to brief discussions of the etiology 
of various disorders, the book gains in read- 
ability from the frequent use of case material as 
illustrations. Since these case histories are neces- 
sarily short, I found it interesting to reread a 
lengthier case of Dr. Lippman’s which was 
published earlier in Psychiatric Interviews with 
Children, edited by Helen Witmer. Although 
Dr. Lippman himself prefers interview tech- 
niques and verbal communication in child 
therapy, he discusses briefly the use of toys, 
games, drawing material, and clay as means of 
establishing a comfortable relationship in which 
the child can verbalize with less anxiety. Most 
child patients at the Wilder Clinic participate in 
a group therapy program as well as in indi- 
vidual therapeutic interviews. The treatment of 
the mute or excessively withdrawn child is often 
confined to his group experiences when he is 
too anxious for individual interviews. Appar- 
ently play therapy is used only as an introduc- 
tion to treatment rather than as a therapeutic 
entity in itself. 

As a clinical psychologist primarily interested 
in psychotherapy with both children and adults, 
I was gratified at Dr. Lippman’s honesty in 
facing the problem of the non-medical thera- 
pist. He discusses the situation from many angles 
and concludes that the personality and trained 
therapeutic skills of the individual worker are 
of greater importance than the medical degree. 
At the same time, he emphasizes that the medi- 
cal aspects of psychotherapy must be supervised 
by a physician—a position with which few so- 
cial workers or psychologists would disagree. At 
the Wilder Clinic, the staff person who succeeds 
in establishing the best relationships with the 
child during the initial consultation and study 
period usually becomes that child's therapist, 
with a psychiatrist as supervisor. 
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While this book is not a textbook, it could 
most profitably be used as an adjunctive reading 
for medical students and graduate students in 
the fields of social work, clinical psychology, 
and counseling. 

CAROLYN PRATT 
Merrill-Palmer School 


Medical Care for Tomorrow. Michael M. Davis. 
New York: Harper & Brothers. 1955. 497 pp. 
$6.50, 

Michael M. Davis, for many years a leading 
figure in the field of medical administration and 
economics, wrote this book for the lay person 
who has “some practical concern with medical 
care and its costs” and “for the physicians, 
dentists, nurses, administrators, and others who 
are engaged in practicing, managing, studying, 
teaching or in determining private or public 
policies in the field of medical care.” In Part 
One, he discusses the basic elements in medical 
services, the needs and demands for medical care, 
the methods of payment, the organization of 
medicine, and the quality of service. Part Two 
analyzes the evolution of the organizations con- 
cerned with medical care, Part Three reviews 
critically the development and growth of the 
different forms of health insurance, medical care 
through taxation, and ensuing controversies. In 
Part Four, Dr. Davis concerns himself with pro- 
grams and outlook. 

The main theme of the book is the analysis of 
the effects of modern science and technology 
on the increase in the costs of medical care— 
costs in manpower, facilities, and money—and 
the disparity of a system which in the light of 
those changes tries to uphold the “fee-for- 
service’ payment by the customer of medical 
services. Dr. Davis examines critically and in 
detail the effects of this situation on patients, 
doctors, and hospitals, and the remedies which 
afte now under way or projected for the future. 
The effects are threefcid: medical, economic, 
and organizational. 

Specialization among physicians has become 
necessary but without organization it has re- 
sulted in fragmentation of medical care. The 
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patient's choice of medical resources has become 
more difficult and personal relations between 
physicians and patients are less complete. A 
large increase in the number of physicians on 
salary by an organization and group medical 
practice ate the inevitable result of the expan- 
sion of organized services for diagnosis and 
treatment, and the necessity of research. In- 
creased capital invested in hospitals is largely 
“non-profit,” and hospitals and clinics have be- 
come centers of medical service. Payment for 
medical services through insurance and taxation 
has grown considerably in recent years and more 
of it is demanded. But voluntary and proprietary 
health insurance does not yet reach enough peo- 
ple, nor does it provide satisfactory services or 
cover the major share of the costs of sickness. 
Tensions between the private practice of medi- 
cine and the organized practice have developed 
and are heightened when group payment takes 
the place of fee-for-service payment. 

Dr. Davis discusses in the last part of his 
book several alternatives which might develop 
for payment of medical services and for ade- 
quate and comprehensive medical care within 
the foreseeable future. He has no doubt that 
fee-for-service payment will continue to di- 
minish, as it has fallen from 85 per cent of all 
expenditures for medical care in 1921 to 60 
per cent in 1951. One alternative is the expan- 
sion of voluntary health insurance to include 
comprehensive medical services with the con- 
comitant growth of group medical practice and 
eventually national health insurance required by 
law for everyone. Another possibility would be 
the growth of proprietary health insurance 
prompted by insurance companies and medical 
societies with rather limited service plans and 
the limitation of medical group practice. Since 
the demand for comprehensive services by the 
public will be persistent and insistent, more tax 
supported medical care might be anticipated in 
such a development and might eventually lead 
to state medicine. The path of national health 
insurance proceeding by stages to bring about 
comprehensive medical care seems in Dr. Davis’ 
opinion to hold the better promise. He calls this 
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process “expedited gradualism, . . . expedited 
and directed by those who view medicine not 
merely as a healing or even a preventive agent, 
but as one of the chief creative and reconstruc- 
tive forces which physical, chemical, biological, 
psychological, and social sciences are now 
marshalling for mankind.” 

The book, although sometimes cumbersome 
and repetitious, provides a stimulating aspect 
of the problem of medical care for everyone in 
its many ramifications. It also contains excellent 
and detailed references material useful for every- 
one concerned with ‘this particular issue. An 
extensive bibliography adds to its value as source 
material. 

HANNA H. MEISSNER 


Purdue University 


Society and Health. Walter E. Boek and Jean K. 
Boek. New York: Putnam's, 1956. 301 pp. 
Society and Health’is a low-level text the 

objective of which “is ‘to make available up-to- 

date social science principles and concepts for 
people interested in understanding human be- 
havior.” Replete with two forewords, a preface, 
and an introduction, the volume explicitly ad- 
dresses itself to students of nursing, public 
health, and social work. Covered are such topics 

as Community Leadership, Social Structure of a 

Hospital, Social Stress and Social Illness, Social 

Class, and Cultural Differences. The concepts 

employed and the style of writing used should 

cause no difficulties, even for the under-college 
student, although somnolent dangers exist inso- 
far as the college instructor is concerned. 

The first portion of the book draws rather 
heavily on the potpourri of anthropological 
findings, which fact might conceivably prove a 
boon to those students who do not go beyond 
an introductory course. A wide array of topics 
is covered, and the instructor who adopts So- 
ciety and Health will probably have to utilize 
extensive supplementary lecture materials and 
outside readings, especially since the book itself 
contains only seven chapters. For expository pur- 
poses the Boeks’ have utilized case histories 
rather than tables and statistics, an approach 
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which, in an introductory course, presumably 
attempts to minimize confusion on the part of 
both the student and the instructor. 

Nursing students will probably find the chap- 
ters on the “Social Structure of a Hospital” and 
“Social Stress” most rewarding. Such students, 
after all, are looking for something “practical,” 
and in this sense the authors have handled a 
difficult assignment well. The final chapter, 
“The Changing Scene,” analyzes nursing-related 
topics such as patients’ expectations regarding 
medical care, the cost factor, professionalization, 
and public health work—all of which, again, 
have realistic value for those students for whom 
the book is intended, Insofar as nursing students 
are concerned, there is little doubt that Society 
and Health will have some appeal, in terms of 
both application value and brevity, however 
much the book may unwittingly contribute to 
the college teaching shortage. 

Whether the aim of an introductory course 
for nurses should place more stress on societal 
values, cultural norms, group pressures, and 
human beings is another matter. If such were 
indeed the goals, the present reviewer would 
be more inclined to assign a book like, say, The 
Last Hurrah. 

Admittedly, the subject matter of sociology 
courses taken by nursing students presents 
something of a problem. That the problem has 
not been solved should in no way reflect on the 
social scientists charged with writing the neces- 
sary texts. Viewed in this perspective, the Boeks' 
task was not an easy one, and their product 
should be judged only in terms of the larger 
dilemma. 

WILLIAM M. KEPHART 
University of Pennsylvania 


The Human Heredity Handbook. Amram 
Scheinfeld. Philadelphia: Lippincott, 1956. 
276 pp. $3.95. 

Nearly twenty years ago Scheinfeld published 
his first popularized story of heredity. It was 
a good book, cleverly illustrated, clearly pre- 
sented. Six years ago he modified the first book 
somewhat, Now he has modified the second 
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book. Why? At several points in the present 
volume he suggests that the reader may find 
more precise information in the second book. 
So this reviewer continues puzzled, unable to 
suggest any specific purpose served by the pres- 
ent volume not met by the author's previous 
works, 
B. Y. GLASSBERG 

St. Louis, Missouri 


Understanding and Counseling the Alcoholic. 
Howard J. Clinebell, Jr. New York and Nash- 
ville; Abingdon Press, 1956. 252 pp. $3.75. 
There is nothing new about the involvement 

of clergymen in the problem of alcoholism; as 
the traditional opponent of “the demon rum,” 
the “preacher” has been consulted by genera- 
tions of those troubled by the alcoholism of 
members of their families and by those persons 
who have been unable to control their own 
drinking habits. When a clergyman undertakes 
an empirical study of alcoholism and a scientific 
evaluation of religious and psychological meth- 
ods for its control, that is news! 

Howard J. Clinebell, Jr. is the pastor of the 
Great Neck (New York) Methodist Church 
and a lecturer in the Department of Religious 
Education of the New York University. In con- 
nection with studies for the doctorate at Colum- 
bia University, he investigated “Some Religious 
Approaches to the Problem of Alcoholism.” 
The findings of this investigation are included 
in Dr. Clinebell’s excellent book on Understand- 
ing aid Counseling the Alcoholic. Clergymen 
who are not satisfied with the continual repeti- 
tion of traditional techniques of handling this 
traditional problem with traditionally minimal 
success will find this book most helpful and 
illuminating. Others who are concerned with 
problems of human behavior and the application 
of the data of the social sciences to these prob- 
lems will find that their working libraries will 
be incomplete without Clinebell on Alcoholism. 
This is not only the first book of its kind on 

‘The original dissertation is included in the microfilm 


library at Columbia University and in the Library of Congress, 
Mic, A54-189, 
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this subject, but it is also a book that promises to 
become a classic for ministers, teachers, physi- 
cians, social workers, and industrial personnel 
managers. The serious reader will be especially 
grateful to Dr. Clinebell for the excellent bibli- 
ography and references provided in each chapter. 

The author defines an alcoholic as “anyone 
whose drinking interferes frequently or continu- 
ously with any of his important life adjustments 
and inter-personal relationships” (page 17), 
distinguishing alcoholic drinking from other 
kinds of drinking behavior. Then he differen- 
tiates various types of alcoholism, illustrating 
each with case history material and supplying 
statistical evidence of distribution of the prob- 
lem in terms of sex, age, ethnic, religious, and 
other social groups. 

Prohibitionists and others who attack the 
beverage as the cause of the problem should 
underscore the evidence Clinebell presents which 
“seems to point to the fact that alcoholism 
comes in people, not in bottles” (page 41). 
With this shift in focus, Clinebell shows that 
alcoholism is not so much a problem in itself 
as a “solution” unfortunately selected for some 
kinds of personality problems by certain types of 
persons. “For the alcoholic, alcohol serves as a 
magic but tragic solution to his personality prob- 
lems. Because of his inner conflicts he is moti- 
vated by an intense need for the kind of satis- 
factions which alcohol can give” (page 52). 
The typical problems and personalities are de- 
scribed with sufficient clarity for practical utility 
even by those with little or no psychological or 
counseling background or experience. 

The religious approaches to alcoholism by 
such evangelistic-authoritarian groups as the 
rescue mission and the Salvation Army, the 
psychological orientation of the Emmanuel 
Movement, and the permissive, self-help meth- 
ods of Alcoholics Anonymous are thoroughly 
explained and objectively evaluated. On the 
basis of his research, the author gives approval 
and endorsement to Alcoholics Anonymous. He 
writes: 


If I were asked to give my strongest impression 
resulting from the study which underlies this 
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book, it would be this: In all the dark history 
of the handling of the problem of alcoholism, 
the brightest ray of hope and help is Alcoholics 
Anonymous! There are two corollaries to this: 
(1) AA is the most effective referral resource 
available today. (2) It behooves everyone con- 
cerned with helping alcoholics to be thoroughly 
familiar with AA (page 110). 


The book itself is an excellent introduction to 
Alcoholics Anonymous, its principles, its or- 
ganizations, its aims, and its methods. 

Clergymen to whom the “sickness” concep- 
tion of alcoholism is new might feel that it puts 
their part in its treatment beyond the limits of 
their ecclesiastical role and competence. They 
will be particularly interested in Clinebell’s 
description of “The Ethical Problem in Alco- 
holism” (pages 157-169). He also helps these 
pastors to understand themselves, their person- 
alities, their professional and religious commit- 
ments with respect to the limitations imposed 
by all of these considerations upon their com- 
petence in dealing with this problem. Dr. Cline- 
bell shows ministers how they can counsel with 
alcoholics, and how they can make referrals to 
other agencies, preferably Alcoholics Anony- 
mous. His description of the pastor's responsi- 
bility for the management of the family of an 
alcoholic is particularly good, 

Understanding and counseling the individual 
alcoholic can be achieved through religious and 
psychological methods as Dr. Clinebell demon- 
strates so clearly in his book. The elimination of 
alcoholism from our society is another matter, 
as his data clearly show. Our culture is condu- 
cive to the personality types discovered among 
alcoholics and the selection of alcoholism by 
these persons for the solution of their problems. 
Much more research by cultural anthropologists 
is needed before any programs for the preven- 
tion and elimination of alcoholism can become 
truly effective. 

JEROME D. FOLKMAN 
Rabbi, Temple Israel 
Columbus, Ohio 


Straight to the Heart. George Lawton (with a 
Special Supplement by Ethel Lawton). New 
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York: International Universities Press, 1956. 

xxiv + 347 pp. $5.00. 

Immediately after I had agreed to veview this 
book for Marriage and Family Living, 1 decided 
I had made a mistake. It will probably be a 
long-winded, paranoidly detailed, stickily and 
cornily sentimental account of George and 
Ethel’s sufferings with George's almost fatal 
heart condition and full recovery after daring 
pioneer surgery. Being a compulsively honest 
fellow professionally, I'll then have to tell the 
readers of MFL that this book has little 
bearing on their fields of interest and is of con- 
siderably less compelling entertainment value 
than that old TV movie they were about to 
watch. George and Ethel Lawton will then join 
our growing legion of lost friends. And there 
are scarcely any unlost ones left! 

As it turns out, this dismal fantasy has a 
happy twist ending. My fears were completely 
by-passed by the reality of this book. No wind, 
no paranoia, no stickiness, no corn. Instead, a 
very sensitive portrayal is given of both the 
superficial and depth reactions and interactions 
of a man and his wife as they face the crisis 
of apparent death for the man. The subjective 
aspects of a strong marriage stand out on almost 
every page. The feelings of marriage and love 
clearly emerge, instead of just the intellectual 
observations we are so used to meeting in the 
standard marriage and family literature. Instead 
of this book’s being irrelevant for MFL readers, 
it is a most pertinent exposition of the dynamics 
of marriage. 

George Lawton is a nonmedical psychoanalyst 
and a marriage counselor. He is also a skilled 
professional writer. Most importantly of all, he 
is a warm and intelligent human being with a 
whimsical sense of humor about many things 
in life, including even George Lawton. It took 
the psychoanalytic training and the experience 
as a marriage counselor to produce a book which 
probes so penetratingly into individual and 
marital behavior patterns. But it required pro- 
fessional writing skill blended with a kind of 
amusement at one’s own performance in pathos 
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to produce “a personal account of thoughts and 
feelings while undergoing heart surgery” which 
moves along with the entertainment value of 
The Adventures of Tom Sawyer. 

What about Ethel the Supplement? Oddly 
enough, she can think and feel and write, too. 
Her story of how to be the loving wife and the 
supporting companion of, first, a dying and, 
then, an impatiently convalescing man offers 
practical wisdom and moving interest. Mrs. 
Lawton even demonstrates sufficient personal 
and professional independence to criticize her 
husband occasionally. On page 337, for exam- 
ple, Ethel raises her eyebrows at George's post- 
operative attempt ‘to boss and lecture to the 
nurses and doctors.” Also on the same page: 
“T'll admit he does have a bit of compulsiveness 
in his nature” (although she lovingly thinks 
George reveals such a tendency only in his 
telationship with her). All in all, Mrs. Law- 
ton’s addition considerably increases the value of 
the book, especially for readers with a profes- 
sional marriage and family orientation. 

Did my friendship for the Lawtons lead me 
to view and review with favor? I am certain it 
did not. But you don’t have to take my word for 
it. Harry Emerson Fosdick, Phillip Polatin, 
Karl A. Menninger, and Ernest Jones (among 
others) have publicly testified for this book in 
glowing terms. Did I hear someone challeng- 
ing their integrity? 

-ROBERT A. HARPER 
Washington, D.C. 


Dynamic Psychiatry in Simple Terms. Robert R. 
Mezer, M.D, New York: Springer Publish- 
ing Company, Inc., 1956. 174 pp. 

This book was written by the Senior Staff 
Psychiatrist of the Community Clinic, Massa- 
chusetts Mental Health Center and Harvard 
Medical School. The book grew out of the ma- 
terial which the author presented to students 
in medicine, nursing, and social work. The 
author tries to show the growth and develop- 
ment of the individual in a psychoanalytic 
framework, using plain language and simplify- 
ing the theories and observations. In this at- 
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tempt he has done an excellent job. In many 
instances the simplification has been carried 
almost to the extreme. For example, on page 
157, we find, “In families there are two main 
patterns of stratification, matriarchy and pa- 
triarchy. In matriarchy the wife or mother is 
boss, while in patriarchy the husbend or father 
rules.” 

The book is divided into four parts: I, 
Introduction; II, Development of the Normal 
Personality; III, Illnesses of the Personality; 
IV, Outlook. The major emphasis of the book 
is on the pathological, giving the etiology, 
diagnosis, and prognosis of rather serious 
mental disturbances. Unless the students to 
whom this book is directed will be spending 
a major amount of their time in psycho- 
therapy with seriously disturbed patients (which 
I doubt), they might benefit more if the book 
had more emphasis on the complete person- 
ality, stressing the use of positive and healthy 
elements in the “normal” or mildly disturbed 
individual, with less emphasis on the more 
pathological. The author makes a good begin- 
ning of this in his last chapter, “The Normal 
Life.” 

The book should be especially helpful to the 
student wishing to get an elementary under- 
standing of the basic psychoanalytic concepts 
and terminology. 

JOHN R. CRIST 


Denison University 


After Divorce. William J. Goode. Glencoe, 
Illinois: The Free Press, 1956. vii + 366 pp. 
$6.00. 

This study will probably be regarded as a 
landmark in the evolution of research dealing 
with adjustment after divorce. It documents a 
number of conclusions which are strikingly at 
odds with those of earlier studies and clearly 
break with the folklore-like cliches which con- 
tinue to appear in textbooks on marriage and 
the family—especially, and perhaps most un- 
fortunately, among those of the “functional” 
variety. Among Goode’s many new findings and 
new interpretations are the following: (1) most 
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divorcees do not lose community standing and 
established friendships; (2) nine out of ten 
divorcees who remarry find that their second 
marriages are better; (3) before they remarry, 
and even for those who do not remarry, there 
is overwhelming agreement that they prefer 
divorce and its problems to the unhappy mar- 
riage and its problems; (4) the number of chil- 
dren is not a significant hindrance to early re- 
marriage, since those with more children re- 
marry as quickly as those with fewer; (5) there 
is no proof that children of divorcees are typi- 
cally unhappy—many appear to be better off 
than in the former conflict situations. And there 
are many more! 

These new findings, it seems to this reviewer, 
do not necessarily result from significantly im- 
proved methodological skill. Presumably the 
earlier studies were done by sophisticated meth- 
odologists also. Rather it seems that these results 
grow out of two other factors principally. (1) 
Goode has asked somewhat different (and 
greatly improved) questions. He has also as- 
sumed less in advance about the traumatic nature 
of the divorce experience. Most important of 
all, perhaps, he makes some distinctions in his 
interpretations which, while obvious enough, 
appear to have eluded earlier students; for 
example, “we can not assume that both partners 
to a divorce are marriage destroyers, There is 
some chance that one of them is not, and this 
partner surely might establish a more stable 
second marriage” (p. 332). And again in re- 
gard to the glib “divorce proneness” theory, 
“Even if basic personality structures do not 
change, their expression in behavior does. . . .” 
(2) The current social atmosphere in which di- 
vorcees work out their readjustments may be 
changing in the direction of reducing or avoid- 
ing the kind of trauma which the folklore (and 
unfortunately also too many behavior scientists) 
have assumed must forever and always attend 
the life experiences of divorced people—es- 
pecially women. 

Perhaps it is needless to add that this is a 
significant book which should be very carefully 
studied not only by research-oriented students 
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of the family, but even more importantly by 
teachers of functional marriage courses and by 
people doing marriage counseling. The effec- 
tiveness of both of these applied fields has, in 
this reviewer's opinion, been greatly retarded in 
recent years by the tacit acceptance of beliefs 
and evaluations on the part of their practitioners 
which are too much the product of folklore, 
traditional theology, and a passe social scene. 
The clientele of these growing and important 
professions will benefit greatly by the sophisti- 
cations about the divorce experience which can 
readily be deduced from the Goode study. 
JOHN F. CUBER 

Ohio State University 


Orto y Ocaso del Feminismo. Dr. C. Colmeiro- 
Laforet. Vigo, Spain: Tipografia Faro de 
Vigo, 1956. 283 pp. 

This volume on the rise and decline of the 
feminist movement attempts a sweeping survey 
of the condition of women from earliest, pre- 
historic times to the present. The author addres- 
ses himself to the Spanish public with the spe- 
cific aim of presenting the social and economic 
causes and consequences of feminism, which he 
feels have not been given sufficient attention in 
Spain. Feminism is seen to arise from the sweep- 
ing changes brought about by the Industrial 
Revolution, which modified the position of the 
middle class woman as well as that of the 
woman of the working class. When the readjust- 
ments made necessary by the Industrial Revolu- 
tion have been accomplished and the main de- 
mands of the feminists have been met, the 
movement subsides. The changes that have oc- 
curred in the social and economic structure, 
however, are irreversible. The main model for 
this discussion of the Industrial Revolution is 
found in English society, although other coun- 
tries, such as the United States, Russia, and 
Japan also are considered. The industrial and 
consequent social changes that have brought 
about the profound transformation of English 
society are only incipient in Spain today, The 
author therefore feels it incumbent on Spanish 
society to be aware of the social as well as the 
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economic consequences of the beginnings of 
industrialization that are now in progress; he 
feels that, by looking at societies which have 
passed through the main phases of the Indus- 
trial Revolution, it is possible to anticipate what 
may happen in Spain, to foresee and to act ac- 
cordingly. Yet he explicitly and consistently 
avoids any suggestions or policies, Let the reader 
judge for himself. 

Although Dr. Colmeiro-Laforet is well ac- 
quainted with social science literature in four 
languages, he shows a strong biological bias, 
which is perhaps not surprising in a medical 
specialist. While he is aware of the enormous 
importance of social and cultural factors in 
human behavior, he sees the basic determination 
of this behavior in biology. He states this posi- 
tion quite explicitly in his explanation of uni- 
versal male dominance: “And so we come to 
admit that the ultimate causes of these differen- 
ces depend, if not totally, at least to a great 
degree, on the profound and ineluctable ine- 
quality between the two sexes, which is an 
irrefutable biological fact which no egalitarian 
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A stimulating collection of facts and analysis... 


AMERICAN FAMILIES 


By PAUL GLICK, U. S. Bureau of the Census 


Nationwide information on marriage, family composition, and other important aspects 
of family life, The author points out interrelationships between statistical findings, traces 
historical trends in data, and remarks on the significance of the figures. Shows implica- 
tions for marital adjustment of persons, economic well-being of families, and future popu- 


Chapters cover family living arrangements; household and family composition; life 
cycle of the family ; changes in family composition and social and economic changes during 
the life cycle; first marriages and remarriages; separation, divorce, and widowhood ; and 
future household formation. Included are approximately 125 tables and 35 graphs. One 
of a series of Census Monographs, sponsored by the Social Science Research Council asd 
1957. 240 pages. 


Send today for your examination copy. 


440-4th Ave., New York 16, N.Y. 


theory can modify” (p. 117). At the same time, 
the author points out quite clearly that in an 
industrial society such aspects of male superi- 
ority as superior muscular strength may be ir- 
relevant in job performance. Indeed, that diffi- 
culties which result from women’s taking on 
responsibilities outside the home are not found 
primarily in their lack of aptitude for such 
work. Rather, the difficulties lie in the conflict 
between the personality characteristics required 
on the job (such as independence of judge- 
ment) and those required in marriage, “since 
a man habitually wants to meet a woman... 
who above all, appears helpless and seems to 
need his protection” (p. 231). 

To this reader, the author's discussion of 
woman's legal and social position in Spain 
today was particularly interesting. It will be 
important to see how this tradition-bound and 
dependent situation. of Spanish women will 
change as the impact of industrialization and of 
outside contacts and influences increase. 

ERIKA E. BOURGUIGNON 
The Obio State University 
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Guat. published. this. Spring 
J. B. LIPPINCOTT 
PRESENTS 


FAMILY 
DEVELOPMENT 


Y 
Dr. Evelyn Millis Duvall 
a modern text to study the modern family 


Family Development is a fresh, dynamic, and functional approach to the modern Ameri- 
can family. It studies family interaction at every stage in the family life cycle, and pre- 
sents the first realistic appraisal of family living under the conditions of modern society, 
against a background of social and class change. In the developmental task concept, 
it examines a whole new way of looking at family relationships, offering a unique, com- 
pletely workable basis for better understanding and more effectively working with 
families and family members. 


Emphasizing development of the individual and of the family-as-a-whole, this scientifically 
based text examines married and family life from its inception at marriage through the 
child-rearing period to the middle and later married years. It describes in detail what 
each family member faces through his normal life span, and gives the developmental 
tasks for each period of his life, noting the importance of successfully accomplishing 
these tasks in his daily relationships with family, friends, and society. 

Family Development gives the mature student an intelligent insight into family behavior, 
provides the pre-professional worker with a new conceptual tool, and adds a sharper 
cutting edge to the tools of the professional worker (teacher, counselor, social worker, 
etc.). Complete with photographs, charts, tables, and graphs, this fine text is ideally 
suited to courses in family development, marriage and family, family life, child de- 
velopment, and any program of study, including adult education, which deal with family 
and family problems. 


about 540 pages $6.00 list price 


for an 
examination 


copy 


J. B. LIPPINCOTT COMPANY 
333 West Lake Street, Chicago 6, Illinois 
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“The book will have interest, authority, 
quality, and scope.” 


—a pre-publication comment 


Modern Courtship 
and Marriage 


by E. E. LeMasters, Beloit College 


Effectively using case studies, the author 
introduces students to the sociological background 
as well as the practical problems of courtship, 
marriage, and family relations. 


The book is divided into 3 parts: 


(1) PERSPECTIVE—a general survey of courtship and 
marriage in American society 


(2) COURTSHIP—an intensive discussion of present-day 
courtship 


(3) MARRIAGE—a detailed analysis of marita! adjust- 
ment and the factors relating to it 


Informal, authoritative, this book incorporates 

the author’s experience as a family case worker, 
private marriage counselor, and teacher. Unusually 
effective use is made of sociological, psychological, 
and psychiatric principles in the analysis of today’s 
courtship and marriage patterns as related to the total 
nature of our society. 


Ready Spring 1957 


The Macmillan 


69 FIFTH AVENUE, NEW YORK 11, N.Y. 
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Edisorial Board : Frederick Osborn (Chairman), | 
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G. Hammons (Managing Editor) 
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Traits, Factors, and Genes 
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And other original articles in human genetics, | 
| population, family life and other fields related | 


|] £0 exgenics. Contributed articles welcomed 


Published by 
THE AMERICAN EUGENICS SOCIETY INC. 
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A NEW MARRIAGE TEXT—SPRING 1957 


Modern Marriage 
and Family Living 


Edited by MORRIS FISHBEIN, M.D., former editor of the Journal of the 
American Medical Association 

and RUBY JO REEVES KENNEDY, Professor and Chairman of the Depart- 
ment of Sociology, Connecticut College 

with the advice of ERNEST W. BURGESS, Professor Emeritus of Sociology, 
University of Chicago 

and CHARLES H. PAGE, Professor and Chairman of the Department of Soci- 
ology, Smith College 

Introduction by JOSEPH K. FOLSOM, Professor of Sociology, Vassar College 

C r bibliographies by GERALD R. LESLIE, Professor of Sociology, Purdue 


niversity 
#, Weta, Kingsley Darn Rrclyn M Deval 
Lester W. Dearborn, Lee M. Brooks, 
Earl Lomon Koos, Milton L. Barron, James H. S. 
probable price $5.00 


This book is a revised and augmented version of Successful Marriage, published by Doubleday & 


Company, lac. 
| OXFORD UNIVERSITY PRESS | 
114 Fifth Ave., New York 11 
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CHILD PLACEMENT IN CLINICALLY 
- ORIENTED CASEWORK 
ESTHER GLICKMAN. A comprehensive study based on the author’s own case- 
work experience, this book develops a procedure for child placement that is 
scientific yet sensitive to human needs. In a context of theory and practice, Miss 
Glickman discusses all phases of placement work from diagnosis at intake through 
postplacement guidance. Her conclusions will be of concrete value to all profes- 
sional workers and students in the field of child welfare. 


theories in the field.”—Bulletin of the Menninger Clinic 


THE PERSONALITY OF THE YOUNG CHILD 
MARGARET A. RIBBLE. This sensible end thoroughly readable book will win the respect and 
use of the pumled and the enlightened slike. $3.75 
UNDERSTANDING CHILDREN’S PLAY 
RUTH &. HARTLEY, LAWRENCE K. FRANK, and ROBERT M. GOLDENSON. “Parents, 


peychiatric 
childhood into adult life, The book “should be on the ‘must’ list for all workers in the clinical 
field of childhood rroblems.”—Survey. $5.00 


PSYCHOTHERAPY IN CHILD GUIDANCE 


GORDON HAMILTON analyzes the child guidance program of the Jewish Board of Guardians, 
in which the emphasis is placed on combining social and psychological insights in the study 
and treatment of children in disturbed states and circumstances. $4.75 


CHILD PSYCHOTHERAPY 


By S. R. SLAVSON. An authority and pioneer in group analysis deals with the techniques for 
treating emotionally disturbed and socially maladjusted children up to twelve years of age. 
He outlines conditions of child rearing in modern culture and the pathogenic factors inherent in 
families, schools, and society. Psychotherapy and guidance of parents are also discussed. $4.50 
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